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Guest Editorial 
The Practice of Medicine by Nurses 
Page 2 
by Tom Wood, M.D. , M.Sc. , F.R.C.P.(C) 
Associate Professor of Medicine, U . W. 0. 
In the past eighteen months I have been 
involved in the teaching and supervision of 
a training program to prepare nurses to 
practice medicine. This course, known as 
the Northern Nurses Clinical Training 
Program, has been taught at Western for 
five years, and although it has produced a 
number of graduates, and the implications 
of the course are far reaching, little has 
been said about it, and most people in the 
medical community at Western are not 
aware that it exists. 
Many communities in the far Canadian 
north have never had regular medical 
care, and because of the isolation and 
difficult conditions few doctors have been 
induced to work there. In an attempt to 
provide resident care, the Department of 
Health and WeHare of Canada began small 
training programs in the Faculty of 
Nursing in six universities across Canada. 
These nurses are trained to work as doctor 
substitutes, but in some medical and 
nursing circles this term is an inflamma-
tory one, and it is never used; neither is 
the term, nurse practitioner. 
I hav~had close contact with the nurses 
who trained in the U.W.O. program. Most 
of the trainees have already had 
experience working in the north, and most 
have had training in Public Health. HaH of 
them are university graduates. Most are 
mature, stable women in their late 
twenties or thirties and are independent 
people who have deliberately chosen a 
difficult job in an unusual setting. All of the 
trainees have undergone the traditional 
nursing training, and they have been good 
nurses. They have, however, had difficulty 
in adjusting to learning history taking and 
physical examination, probably because 
the traditional nursing training has never 
stressed medical assessment skills. It has 
also apparently discouraged medical 
problem solving and the independent, 
questioning thinking an isolated medical 
practitioner will need. 
The program is directed to teach 
medical evaluation, problem solving and 
decision making. The nurse must learn to 
assess patients and decide whether she 
can treat them whether to consult with a 
doctor by radio or telephone, or to fly the 
patients south to a medical center for 
investigation and management. The 
success of the program is indicated by the 
fact that the nurses can independently 
manage 90% of the problems they see, and 
consult on most of the rest. Few patients 
are flown south, but more now than 
previously, since the nurses are now 
diagnosing unusual diseases which require 
complicated investigation. 
There are a number of programs to train 
doctor substitutes. At Duke University, 
North Carolina, there is a course training 
for medical corpsmen from the armed 
forces, and there are similar programs to 
prepare doctor substitutes in other places. 
I have had contact only with the nurses 
trained in the U.W.O. program, but I have 
been impressed by the results, and I am 
convinced that the patients in the 
settlements in the north are benefiting 
from good medical care. 
On the basis of this experience, I have 
come to two conclusions. First, I've 
become convinced that nurses can be 
trained to practice good medicine, and 
they could even be trained in great depth 
in a limited area, as doctors are trained in 
the Soviet Union (where a specialist may 
be an excellent doctor in his specialty, but 
know very little about areas unrelated to 
his specialty. ) Nurses could expand their 
role, for example, in well-baby cli.nics, 
tuberculosis work, and industrial health, 
relieving doctors for other duties. Limited 
training would reduce the costs of medical 
training in general. 
My second conclusion is that acceptance 
of doctor substitutes or nurse practition-
ers (or whatever you want to call them) 
will require a major accommodation in the 
thinking of both doctors and nurses. At 
present, there is no place where the 
northern nurses can continue practicing 
medicine when they move to the southern 
populated areas of Canada. There is no 
provision for recognition of their special 
expertise, no licensing, no special salary 
provisions, and in the United States and 
Ca nada many graduates have had 
difficulty in getting jobs because neither 
doctors nor nurses wish to relinquish 
duties which they have previously 
considered exclusively theirs. The useful-
ness of these training programs is obvious, 
but these major problems will have to be 
settled in the near future if such training 
programs are to continue. 
Sudden Infant Death Syndrome [SIDS] 
-An Overview of Present Status 
I. Introduction 
It is probable that the sudden and 
unexpected death in infancy (crib death ; 
cot death) had been known in ancient 
times ; reference to it <= over-laying) was 
made in biblical notations (l Kings 3 : 19) 
( 29). Whereas an attempt at explaining 
this unusual mode of death on organic 
basis was made in the first part of the 19th 
century, the entire problem remained 
shrouded in mystery, and for a long time 
there was lack of attention to this 
phenomenon on the part of the medical 
profession ; little bas been taught in the 
medical schools until recently on the 
subject of the sudden and unexpected 
death in infancy not only in general 
medicine but also in paediatrics. 
In 1955 the government of Great Britain 
recognized the need for systematic 
investigation of the sudden infant death 
syndrome <SIDS> (24). This was followed 
by a truly international effort to approach 
the problem in 1963, that is, at the time 
when the First International Conference 
on SIDS took place in Seattle (66). This 
Conference marked a breakthrough in the 
field ; it was followed by the Second 
International Conference in 1969, also in 
Seattle (7). One year later (1970) a 
Symposium was convened at Cambridge; 
it was intended to collate information 
available on and data relevant to the 
research in SIDS. In 1974 The Frances E . 
Camps International Symposium on Sud-
den and Unexpected Death in Infancy was 
held in Toronto. 
The fact that SIDS remained a long 
neglected area is the more surprising if 
one realizes that the sudden unexpected 
death in infancy has been the leading 
cause of death in infants between the 
second and fourth months of life in many 
countries of the world, including those in 
Europe and North America. Statistics 
show that in the United States alone, 
approximately 10,000 crib deaths occur 
annually and the incidence is as high in 
many other countries. If one analyses this 
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amazing discrepancy between the lack of 
interest in this area and the gravity of the 
problem in an attempt at explaining the 
seeming disinterest of the medical 
profession, one realizes that several 
factors were responsible for the delay in 
progress. Among these the most impeding 
was the question whether SIDS represent-
ed a specific entity at all. Indeed, it was 
not until the 1969 Conference in Seattle that 
an agreement on the definition of this 
syndrome was reached. Shortly thereafter 
there has been a remarkable increase in 
general awareness of and interest in SIDS. 
This change bas taken place in many 
countries, and involved many sectors of 
society : the physicians, legal profession, 
generalpublic, press, parents' groups, and 
governmental agencies . The various 
sectors seem to be influencing each other 
and succeeding in enhancing the overall 
activities in the area of SIDS. Various 
groups began also to co-ordinate the 
efforts and collaborate, with resulting 
benefits in at least three areas. The direct 
outgrowth of this concerted effort bas been 
an increase in the number of research 
projects aiming at the understanding of 
basic patho-physiology that may be 
involved in SIDS. Another positive 
consequence of this change in attitude 
towards SIDS has been the management of 
families of the victims. Finally, lay 
organizations, primarily parents' groups, 
have been organized in increasing 
numbers in many countries. These assist 
the recently bereaved parents in under-
standing the SIDS, participate in the 
education of the general public on the 
subject of crib death and have pressured 
both the medical profession as well as the 
governmental agencies into more intensi-
fied action in the field of research of SIDS. 
The purpose of this overview is to 
delineate the problem and provide the 
presently accepted definition of the sudden 
unexpected death in infancy ; to state the 
known facts as they have been established 
on the basis of epidemiological studies; to 
outline the currently proposed theories on 
the etiology and mechanisms that may be 
operational in SIDS; to defme the role of 
the pathologist, family physician and 
paediatrician in SIDS; to summarize the 
autopsy findings; and to define the 
potential role of governmental bodies in 
assisting the medical profession and other 
scientific groups in their efforts to unravel 
and hopefully prevent this still-largely-
unJmown territory of infant loss. 
II. Delineation of Problem and 
Definition 
Every paediatrician and family physi-
cian is familiar with the case of an infant 
found dead in his crib in the early morning. 
The infant was considered to be either 
entirely healthy and well, taking his meals 
as usual in the days preceding the death, 
or alternatively, be may have bad a mild 
cold or sniffles for a few days or a couple of 
weeks prior to the incident. The infant is 
said not to have cried at night or to have 
been found in the position of struggle. He 
just died quietly in his sleep. In the few 
instances in which the death was actually 
witnessed, the infant was seen to turn blue, 
become limp and stop breathing. 
There are many disease entities that 
may lead to sudden death in this particular 
age group that can be explained on the 
basis of an o~n anomaly or disease. To 
these belong, for example, cboanal atresia, 
laryngeal angioma, and a sudden over-
whelming viral infection, to name just a 
few. But in each of these instances there 
will be at least some evidence of struggle 
and crying, and perhaps also a more 
tangible history. If one excludes all of the 
entities that may be explained on an 
organic basis, there remain the majority 
of cases of sudden deaths in the age group 
of two months to two years that cannot be 
explained on the basis of fmdings of organ 
pathology, and it is this group to which the 
term " sudden unexpected death of 
infancy" or " Sudden Infant Death 
Syndrome (SlDS)" bas been applied by 
agreement at the 1969 International 
Conference in Seattle. Thus, the term SIDS 
applies to the sudden and unexpected 
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death of an infant, previously entirely or 
relatively well, whose death is unexplain-
ed after the performance of an adequate 
autopsy. It was agreed at the same 
Conference that no data about crib deaths 
could be considered acceptable unless they 
were based upon studies of cases 
conforming to the above definition. 
If one accepts the above definition then 
the question arises whether the crib death 
is a true entity with a single cause, or 
alternatively, represents the outcome of 
many different etiologies and pathogenetic 
mechanisms, and finally , whether it may 
represent actually the summation and 
synergistic action of several pathogenetic 
mechanisms operating at the same time. 
The answer to the above questions is at 
present not known. However, the fact that 
the sudden death and the circumstances 
under which it occurs are so similar in any 
given series of patients justifies grouping 
these children into the same category. 
Moreover, the few morphological observ-
ations at post-mortem examination are so 
similar from case to case that this, too, 
justifies classification of the infants under 
discussion into the same category. 
Ill. Epidemiologic Data 
At least 15% of sudden unexpected 
deaths in infancy are attributable to 
lesions that are not suspected but 
uncovered at necropsy, and thus by 
definition, should not be included in the 
consideration of SIDS. 
The incidence of crib deaths varies with 
a few exceptions remarkedly little 
throughout the world (62). The figures 
range from 1.2 per 1,000 live births in the 
U.S.A. rural areas and small middle-class 
communities to 3.1 per 1,000 live births in a 
typical large city. In Ireland (21 ) the rate 
is reported to be 2.5, in East Germany 2.6 
(62) and in the Province of Ontario 3 (51) 
per 1,000 live births. The incidence in such 
countries as Great Britain, Australia and 
New Zealand and others appears to be 
similar. Nevertheless, the incidence in 
Sweden (18) is reported to be much lower: 
the reasons are not apparent. The 
estimated ·8,000 - 10,000 crib deaths in the 
United States per year make it the 
commonest cause of death between one 
month and one year of age (8). 
Most crib deaths involve infants two to 
four months of age ; in one study 50 percent 
of deaths occurring in the age group one 
month to one year were attributed to SIDS 
(7), and some investigators hold SIDS 
responsible for half of all deaths of 
children between the ages of two weeks 
and two years (15). A considerable 
number of infants who die in this manner 
are premature either by gestational age or 
birth weight (61 ) and are born soon after 
prior live births of older siblings. More 
male than female infants are affected, and 
black are more vulnerable than white 
infants. Twins are more susceptible than 
single births (33), and triplets are at even 
greater risk . The infants are apparently 
wen developed and well nourished; they 
may have been afflicted with minor 
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respiratory infection for two days to two 
weeks, or colic during the day prior to 
death. The position in sleep seems to be 
irrelevant, but approximately two-thirds 
of deaths occur between midnight and nine 
o'clock in the morning suggesting that a 
considerable period of sleep may be an 
important factor in the mechanism of 
death. 
There appear to be " near misses" 
among infants at the susceptible age who 
almost die, suddenly and unexpectedly, 
but whose lives are apparently saved by 
timely intervention. Various resuscitative 
measures have been reportedly success-
ful, including different forms of tactile 
stimulation as well as mouth-to-mouth 
respiration. Some of the infants rescued go 
on to live normal lives, whereas others 
succumb to similar eposodes a few days 
after the first incidence. Detailed medical 
examination of those who survive, usually 
fails to reveal any abnormality (62). 
The factors pertaining to the mother are 
at times difficult to separate from the 
socio-economic background, but it may be 
stated that the mothers tend to be in the 
young age group (in early twenties, or 
Jess) (34) at the time of delivery of SIDS 
infants, at marriage and at first 
pregnancy ; they usually smoke and do not 
receive adequate prenatal and postnatal 
care (34, 42); however, mothers at all 
levels of education may be involved (50). 
There is little difference in rate of 
occurrence of crib deaths between 
summer and winter months in sub-tropical 
and temperate climates ; in the parts of the 
world where seasonal temperature differ-
ences vary considerably, more deaths 
occur during the winter than in summer 
months. In a ten year study in Ontario, the 
peak occurrence extended from December 
through March (51 ). There is also an 
increasing incidence with increasing 
latitude (51). A few observers have noted a 
higher incidence on week-ends than on 
week-days. 
Social and economic factors are of 
importance in SIDS (61 , 7, 22). Children of 
minority groups and lower socio-economic 
classes, wherever they may be, consistent-
ly experience more crib deaths than those 
of the well-to-do group. There is a high rate 
among illegitimately-born children, and 
the homes of affected infants are often 
overcrowded and many are foster homes. 
Deaths of this type do recur in the same 
family ; their rate among siblings is four to 
seven times that for the population at large 
(62). 
Two new data have emerged recently 
from large and detailed epidemiological 
studies. The first concerns the variable 
vulnerabili ty of infants of different races. 
There appears to exist a scale of 
vulnerability, at least in the South-Western 
part of the U.S.A., from the least 
susceptible Orientals, through white 
Americans, Mexican-Americans, black 
Americans , to the most vulnerable , 
American Indians, with a rate per 1,000 
Jive births of 0.51, 1.32, 1.74. 2.92 and 5.93 
respectively (33). The other new informa-
tion concerns the fact that the incidence of 
crib deaths has been decreasing in three 
large cities of the United States (65, 6, 54). 
Whether this latter phenomenon may be in 
any way related to the increased 
awareness and investigation into the 
problem of SIDS is uncertain and remains 
to be seen. 
IV. Etiology and Pathogenesis 
No single cause or mechanism has been 
established as being operational in sudden 
infant death. In the past several theories 
have been proposed but subsequently 
discarded. To these belong, for example: 
accidental suffocation by bed clothing; 
hypoparathyroidism resulting either from 
absence or hypoplasia of glands ( 1 ,14); 
compressing epidural hemorrhage above 
the level of the cervical spinal cord (28); 
structurally detectable changes of atrio-
ventricular node and/or bundle of His (30), 
and others. Some other recently proposed 
theories have not been substantiated. 
At present the consensus is that the 
sudden infant death represents a sudden 
interruption of a basic as yet not definitely 
identified physiologic function ; possibly, 
there is a sudden malfunction of the 
central control for either cardiac or 
respiratory activity that is manifested by 
either apnea , severe bradycardia. or both. 
Assuming that at issue is a transient and 
episodic malfunction of the above central 
nervous system control, one has to 
postulate on the basis of the forthcoming 
knowledge that there exist several 
predisposing factors that potentially may 
trigger off these episodes of ma!Iunction 
and thus render the infant unusually 
vulnerable to death. It is difficult to 
separate the predisposing from "ulti-
mate" factors implicated in the pathoge-
nesis of the sudden infant death, and this 
will be evident in the account that follows : 
I. ~eurogenic Factors 
In man the control of the autonomic 
respiratory function is ascribed to the 
function of certain neurones in the medulla 
oblongata and lower pons. It is possible 
that in some newborn infants there is a 
functional abnormality of these ponto-
medullary centers for respiration which 
causes sudden death (67 ), and that the 
mechanism is that of eliciting spontaneous 
protracted episodes of apnea in sleep. 
Whether the proposed functional abnorm-
ality of the centers for respiration is based 1 
upon detectable structural abnormalities 
has not been tested to date and would be 
worth exploring. 
The po ible role of the central nervous 
system in the pathogenesis of IDS has 
been neglected until recent times and yet 
everal aspects of the sudden death j 
suggest that orne aberrations in the 
neuroph iological function are operation- 1 
al 167 l. Thus. prematurely born infants 
are particularly . u ceptible to ID (the 
a sumption bemg that their respiratory 
center are immature !: when a crib death 
is prevented by intervention, such an 
infant is still prone to death indicating that 
there is a persistence of pathophysiologi-
cal mechanism culminating in death ; 
almost all infants die following a 
protracted sleep period rather than a short 
napping ; the death is " silent" and there is 
no evidence of a struggle, the infant turns 
blue, becomes limp and stops breathing. 
I The fact that the sleep is such an 
1 important feature of the SIDS prompted 
I 
several investigators in various centers 
concerned with the physiology of sleep and 
1 respiration to initiate research relative to 
SIDS. 
2. Cardiac Factors 
It had been proposed that there is an 
underlying characteristic "constellation" 
of tissue changes involving critical 
segments of the conductive system in the 
myocardium that is relevant to the SID. 
These changes, believed to represent 
various stages in the molding or growth 
process, consist of local degeneration and 
necrosis of tissue, histiocytic response and 
ensuing fibrosis . As suggested originally 
(30) this "myocardial malfunction" theory 
implies that the above focal tissue changes 
involving the atrio-ventricular node, the 
bundle of His, or both, may induce fatal 
cardiac irregularities of rate and rhythm. 
Since similar changes were present in a 
control group of infants who died of known 
causes it was postulated that some infants 
may be oversensitive to the above foci and 
may die with cardiac arrhythmias 
suddenly and unexpectedly. The above 
original <30) and restated (16, 17) concept 
of James is perhaps reinforced by a study 
(48 ) revealing that the cardiac responses 
to auditory stimulation had been more 
labile in an infant who died subsequently, 
suddenly and unexpectedly, than in 
twenty-three infants tested for learning 
ability and adaptation in the neonatal 
period. It was considered possible that the 
labile myocardial reactivity reflected a 
derranged, or temporary instability of the 
autonomic control culminating in death. 
It is of interest that in one of fifteen 
infants who died suddenly and unexpected-
ly the conductive system studied in detail 
by serial section ( 3 l showed the presence 
of an accessory bundle capable of 
producing an auricular pr~xcitation . 
Recently, the " myocardial malfunction" 
theory as proposed by James (30) on the 
basis of the four histopathologic changes 
<see above> has been challenged by a 
study of 34 infants who died suddenly and 
unexpectedly and 16 controls (64); the 
serial sections of the hearts showed none of 
the morphological features supposedly 
underlying the cardiac dysfunction and an 
alleged expression of a hypersensitivity. 
The clarification of this problem must 
await further work. 
3. [ Idiopathic] Protracted Apnea 
It appears from all available accounts 
that Guntheroth was the first to suggest at 
the <first) Seattle International Confer-
ence on Sudden Death in Infants in 1963 the 
possibility that apnea (with bradycardia) 
occurring during sleep may be related to 
SIDS (25). This theory has been tested and 
objective data provided in its support by 
Steinschneider (52, 53), who monitored 
five infants known to exhibit episodes of 
apnea . These apneic episodes were 
particularly manifested in sleep and were 
associated with upper respiratory infec-
tions . Two of the five infants who were 
siblings died suddenly and the results of 
post-mortem examination were character-
istically those associated with SIDS. 
Since the original observations (52), 
Steinschneider extended his prospective 
studies of monitoring infants with pro-
tracted apnea (53). In analysing these 
episodes it appeared to him that the 
average duration of apnea was not related 
to the stage of sleep and that the duration 
had a different developmental course than 
frequency ; longer apneic episodes tended 
to occur in the first week of life, rapidly 
decreased and later remained stable. He 
believes that on the above basis one has to 
postulate two sets of mechanisms in order 
to understand apnea : "There must be one 
set of mechanisms that is responsible for 
an infant's becoming apneic. A mechan-
ism that says : 'Hold your breath.' Such a 
mechanism initially gets worse with age 
and subsequently improves. Furthermore, 
the activation of this mechanism is related 
to the stage of sleep. The second 
mechanism limits the duration of these 
episodes. In effect this mechanism, in 
response to apnea, says : 'Enough is 
enough; start breathing.' This mechanism 
appears to relate to the infant's degree of 
immaturity, since it functions most poorly 
in the first week of life. Based on these 
observations it would not be difficult to 
entertain the possibility that the baby at 
risk to have prolonged apnea is the one 
who has difficulty with both sets of 
mechanisms : holds his breath frequently 
and has difficulty in limiting the 
duration." (53, p. 181). 
The basic problem that remains is to 
elucidate the mechanisms that lead to, or 
are in part responsible for, apnea. Some of 
the proposed mechanisms, such as the 
dive reflex suggested by Wolf (68) and an 
obligatory nasal breathing in infants with 
an obstructed nasopharynx as implicated 
by Shaw (49), were tested in a suitable 
animal model, i.e., baby monkeys (20). A 
dive response in a newly born monkey 
shows the sequence of apnea and prompt 
bradycardia when a cold, wet stimulus is 
applied to the trigeminal area . An 
identical response was observed by gently 
occluding the infant monkey's nares 
without obstructing the oropharynx. The 
cardiovascular function was unaffected by 
either of the two apneic stimuli, suggesting 
that the cardiovascular performance 
could not be responsible for the lethal 
outcome in two of the five tested newborn 
monkeys when these failed to resume 
respiration upon removal of the original 
stimulus (26). On the other hand, monkeys 
two to three months of age experienced 
under similar experimental conditions 
only a temporary apnea which ceased 
when the occlusion was removed. This 
suggested to the authors that the newborn 
animals had reverted to an apneic state 
reminiscent of that observed in fetal life 
and that a similar mechanism may be 
operational in the SIDS (26). 
Gasping is considered to represent a 
form of auto-resuscitation, but this 
mechanism may be limited to the first 
month of life. Thus, the primary apneic 
period that may be elicited by various 
stimuli of different seriousness may reach 
a point at which severe hypoxia may effect 
the persistence of apnea leading to death, 
if no resuscitation or self-resuscitation 
(gasping) intervenes (26). That infants 
succumbing to SID had been in a chronic 
state of hypoxia is a theory supported by 
two different observations by Naeye (38, 
39). He demonstrated that the thickness of 
small pulmonary arteries Is increased in 
infants dying suddenly and unexpectedly, 
and thus is reminiscent of fmdings (albeit 
of greater magnitude) in children living in 
high altitudes with prevailing chronic 
hypoxic conditions (40). Moreover, in 
approximately one-third of infants suc-
cumbing to cot death there was more 
brown fat present than in the normal 
control group but similar to the amount 
observed in chronically hypoxic babies 
with cyanotic congenital heart disease 
(39). 
Finally, the hypothesis that prolonged 
sleep aprea is at least part of the process 
resulting in SIDS is attractive because it 
could account for the major epidemiolog-
ical variables influencing SIDS. Thus, the 
increased incidence of SIDS in association 
with upper respiratory infections may be 
understood as a consequence of the 
tendency for a nasopharyngitis to increase 
the probability of prolonged sleep apnea. 
The importance of birth weight is 
understandable, because the smaller the 
baby the more likely is his prematurity, 
and thus the greater is the respiratory 
instability and susceptibility to " colds". 
However, it would appear from aU 
accounts that sleep apneas is not the only 
factor involved in SIDS. Other physiolog-
ical changes that occur with prolonged 
sleep such as alterations in heart rate, 
blood pressure and muscle tone (as in 
relaxation of muscles surrounding the 
airway during the REM-sleep), no doubt 
are also important factors that may 
interact in producing SIDS (53). 
4. Immunologic Factors 
lmmunoligic mechanisms also have 
been implicated in the etiology and 
pathogenesis of SIDS. It is uncertain, 
however, whether these play a primary 
role, or only predispose an infant to the 
fmal event that culminates in sudden 
infant death. 
In recent years several aspects of the 
relation of immune mechanisms to SIDS 
have been investigated in some detail. It 
was reported that the level of IgM in the 
serum of infants dying of crib death was 
Page5 
high (32, 58), and 72 percent had one or 
more immunoglobulins raised (57, 60). 
These data were considered to be 
consistent with a state of prolonged 
antigenic stimulation (57, 60). The same 
group reported also that antiglobulin 
antibodies are elevated in 56% of infants 
dying of crib death as compared with 5 
percent of control infants (59). Urquhart, 
who with his colleagues, reported this 
observation, interpreted the findings as 
possibly indicating that antiglobulin anti-
bodies are a manifestation of an immune 
complex disease. He is inclined to consider 
SIDS as an immune complex disease and 
in this sense compatible with the gross 
pathology, the known epidemiology, and 
specific viral (see below) and immunolog-
ical studies (57, p. 114). 
The above findings have not been 
universally confirmed. Thus, the level of 
IgM in cord blood at birth and in serum at 
the time of death in SIDS was not 
significantly different from the level in two 
control groups (12), and in another study 
there was no elevation of IgM in the sera 
from cord bloods of infants who subse-
quently died of SIDS ( 4) . 
The level of another immunoglobulin, 
IgE, was also tested in crib deaths and 
found to be within normal limits. The third 
component of complement was not altered 
and the specific antibody titres to many 
viral antigens were within normal limits 
in the cord blood at birth and in serum at 
autopsy of infants with SIDS ( 12). The 
observation that in sudden unexpected 
death there are elevated antiglobulin 
antibodies therefore could not be confirm-
ed. Finally, a study on serum interferon in 
sera obtained at autopsy of 119 infants who 
died suddenly and unexpectedly showed no 
increase ( 44) . 
Whereas the above quoted studies are 
not all in agreement, it is perhaps 
reasonable to assume that while it is not 
likely that the immunoglobulins (on the 
basis of these studies) play a primary role, 
it is conceivable that the elevated serum 
levels of IgM indicate that in some SIDS an 
infecton may be involved in the ultimate 
mechanism of death. Nevertheless, any 
immunological studies in this period of life 
should be interpreted with caution as the 
immune reaction to specific antigens may 
be very different in an infant than in an 
adult. It is possible that the developing and 
maturing immune system may not be 
primarily protective but have rather a 
damaging effect upon the infant and thus 
may contribute to or participate in the 
fmal event of SIDS (13). Much more must 
be learned with reference to the immune 
system and immune response in this 
period of life before one will be able to 
assess meaningfully the role of this system 
in the events of SIDS. 
5. Viral Factors 
In the past the sudden and unexpected 
death of infancy has been attributed to a 
possibly overwhelming viral infection. 
This theory was based, in part at least, on 
the clinical history of an antecendent cold 
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and the interpretation of the appearance of 
lungs at autopsy as representing an 
interstitial pneumonitis so characterist-
ically observed in viral infections. 
However, it became apparent in time that 
the diagnosis of viral pneumonitis was not 
applicable, and on morphologic basis, 
incorrect. Indeed, inherent in the present-
day definition of sudden unexpected death 
syndrome is the condition that no 
morphological evidence of an interstitial 
pneumonitis be present if the diagnosis of 
SIDS is to be made. The interest in the 
viral factors as they may relate to the 
etiology and pathogenesis of SIDS has 
shifted to the more objective microbiolog-
ical assessment of a possible (overwhelm-
ing) viremia and viral infection. The 
interpretation of a possible pathogenetic 
role of viruses found at the time of autopsy 
remains, however, a contentious issue, 
although the recovery rate and identifica-
tion of viruses from infants dying of 
sudden unexpected deaths appears to be 
similar in different studies (43, 23, 10). 
No one specific type of viruses appears 
to be associated with the sudden 
unexpected death syndrome. In a study by 
Urquhart and Grist (58), as well as in 
twelve other surveys published (57), a 
wide range of viruses was identified, 
largely entero-viruses and adeno-viruses, 
recovered from various tissues. However, 
in the above study from Glasgow the types 
of viruses recovered were similar to those 
prevalent in the community at large at the 
time of the study (with the exception of 
rubella and influenza), those recovered 
from infants dying from other causes, and 
the group of healthy control infants. 
Urquhart interprets the results of both his 
viral and immunological studies as a 
possibility that viruses are important in 
the SIDS as antigenic stimuli rather than 
as infective agents. He bases this on the 
following: the main group of viruses 
found, i.e., enteroviruses and adeno-
viruses, may be carried for a prolonged 
period of time and are capable of systemic 
dissemination, and the raised serum IgM 
levels are consistent with prolonged 
antigenic stimulation (57). 
On the whole, the available data do not 
suggest that an overwhelming viral 
infection is the cause of SIDS, and if 
viruses are involved in any way in the fatal 
outcome of this condition, the mechanism 
by which the viruses participate in the 
event is not understood at present. 
Viruses, in analogy with other implicated 
factors, may be predisposing rather than 
operational factors in the final event of 
SIDS. 
6. Other Factors 
In the recent past several other factors 
have been postulated as being related to or 
directly responsible for the sudden infant 
death syndrome. To these belong insuffic-
iency of calcium in the heart muscle (36 ), 
hypokalemia (19), inadequate intake of 
Vitamin E or selenium (37), and 
magnesium deprivation ( 11 ) . Of these 
none was confirmed in subsequent studies 
< 46, 2, 56) with the possible exception of the 
inadequate intake of Vitamin E. Rhead 
and associates found that Vitamin E 
values were low in the plasma of infants 
with SIDS similar to those of premature 
infants at birth ( 45). The vitreous humor 
utilized in one of the above studies is a very 
useful source of material suitable for the 
determination of electrolytes and other 
chemicals at autopsy as no significant 
alterations from normal values occur post 
mortem (55). 
In view of the fact that the ultimate 
mechanism operational in the sudden 
infant death is still contentious, it also 
seems important to utilize methods 
permitting an assessment of which of the 
vital systems failed first, particularly as 
this relates to either the pulmonary or 
cardiovascular system (see above >. 
Patrick (41) suggested on experimental 
basis that blood P02 should be theoreti-
cally lower if the respiratory rather than 
the cardiovascular system fails first. In 
case of primary cardiac and thus 
circulatory arrest, the PO:! value in the left 
ventricle was lower than that in children 
dying suddenly of known causes and in 
random infant autopsy population, thus 
suggesting that in SIDS the lungs fail 
before the heart action ceases. 
Two other recent theories should be 
mentioned. One of these proposes that the 
victims of the sudden infant death 
syndrom are obligatory nosebreathers 
who acquired an upper respiratory 
infection blocking the nasal passages ; the 
infants die because they are unable to 
breathe through the mouth (49). This 
theory derives support from experiment-
ations in a suitable animal model (20). The 
other thesis implicates the region of 
larynx, specifically the entrance to it, 
epiglottis and ari-i!piglottic folds, as the 
site that upon an appropirate stimulation 
evokes a laryngeal reflex response of 
breathlessness (31) . The two last mention-
ed theses are attractive because they 
related ultimately to apnea. Reference to 
obligatory nose-breathers and their model 
animal experiments was made in the 
section on (Idiopathic) Protracted Apnea. 
V. The Role of the Pathologist 
The definite diagnosis of sudden infant 
death syndrome is not reached by applying 
criteria based on preconceived ideas and 
positive findings, but rather, it is reached 
by exclusion of recognized causes of death . 
Identification therefore depends upon the 
skills and techniques available to the 
pathologist and his judgement when 
interpreting minimal morphologic observ-
ations. Considering the human aspect of 
the problem and its implications the 
question of diagnostic criteria becomes an 
important one. The diagnosis of SIDS 
places the pathologist in the position of 
being judge and jury. It is, as has been 
recently stated by Beckwith, "a rather 
frightening and lonesome position, and 
being in direct contact with the family who 
is the consumer or partial consumer - the 
beneficiary or the opposite - of your 
diagnosis, places one in a very special 
pos!UOn." l5, p. 341) . 
For many decades the subject of sudden 
unexpected death in infancy was almost 
ignored by the majority of the patholog-
ists . In retrospect, this is perhaps 
understandable for several reasons. Since 
the death occurs at home the coroner often 
refers the autopsy to the regional 
pathologist who may or may not be 
experienced in performing and interpret-
ing the findings of a post-mortem 
examination of an infant. At times the 
coroner may attribute the death to an 
accidental suffocation or to pneumonia 
and may not order an autopsy or further 
investigation. 
Secondly, even a pathologist experienc-
ed in the neonatal and paediatric age 
group may often experience a sense of 
futility in view of the fact that given the 
appropriate history and despite his best 
efforts to examine the organs in detail, 
there is little likelihood that he will be able 
to explain the death of the infant under the 
circumstances. 
Finally, for a long time in the past and 
even in some areas of today's practice of 
pathology, the general pathologist has not 
concerned himself with a detailed and 
thorough examination of infants at post 
mortem and this practice parallels only 
the treatment of the post-mortem examin-
ation of still born infants. In an academic 
center the examination of these infants has 
been largely left to the youngest and often 
least experienced members of the depart-
ment. However, this pattern has been 
changing rapidly as of late, particularly 
since the emergency of paediatric 
pathology as a subspecialty of the 
discipline. 
It has been stressed (7) that in carrying 
out his duty in performing a detailed post-
mortem examination of an infant who died 
suddenly and unexpectedly, the patholo-
gist may, and perhaps always should, be 
relating to three different areas: the law, 
the medical science and the infant's 
family. 
In the majority of instances of sudden 
death in infancy, it is relatively easy to 
decide, upon the completion of even the 
gross autopsy, whether the infant was 
killed accidentally or deliberately, and 
thus to testify accordingly. Nevertheless, 
it is true that the gross appearance of an 
infant who was suffocated with a soft 
object or plastic bad may mimic the 
fmdings in an infant who died of SIDS. In 
this instance only an accurate history will 
allow for a proper interpretation. Should 
the history be not available or provided 
incorrectly, no such distinction would be 
possible. 
In addition to offering the proper 
diagnosis, it is important to utilize the 
forthcoming information and the material 
derived at the autopsy of an infant dying 
suddenly and unexpectedly in a variety of 
research projects either related to the 
particular syndrome, or to unrelated 
projects. A great number of research 
projects requiring normal infants' tissues 
as controls are in operation, but such 
control materials are not easily obtain-
able . The tissue derived from the 
post-mortem examination of the SIDS is 
rather suitable for such purposes. 
The other important role increasingly 
assumed by the pathologist who is 
involved in SIDS is that of a "New 
Humanitarian" (9). It is becoming 
apparent particularly to the paediatric 
pathologists that the permission to 
perform an autopsy carries with it an 
obligation to communicate the findings not 
only to the legal authorities but also to the 
family of the deceased infant. It is 
understandable that parents who have lost 
a child unexpectedly and suddenly are 
particularly anguished and often may 
experience a feeling of guilt, considering 
themselves perhaps responsible for that 
death even if they have no notion how it 
could have been prevented (27, 47, 35) . It is 
therefore advisable that a pathologist with 
his first-hand knowledge of the outcome of 
the autopsy findings should be the person 
to explain to the family in simple terms the 
nature of the entity, as soon as possible 
upon the completion of autopsy. This will 
probably assist in overcoming the feeling 
of guilt that is experienced much more 
acutely and for a longer period of time by 
the family of infants dying with SIDS than 
for other reasons (27). It has been the 
practice in some centers to hold a second 
conference later when histological, micro-
biological and toxicological data are 
compiled, and on a date suitable to 
parents. Such an informative conference 
with the parents may be most advant-
ageously held with the paediatrician or 
family physician participating in addition 
to the pathologist. The purpose of the 
conference is to assure that all the 
lingering questions may be answered at 
that time, or at least an attempt be made 
to put the parents at ease regarding their 
own innocence. On that occasion the 
family may be put in touch with the local 
assocation of parents who are victims of 
this kind of death in their family, such 
groups having been formed recently in 
many cities of North America and 
elsewhere (35) . 
VL The Findings at Autopsy 
As mentioned above, the ultimate 
diagnosis of SIDS rests with the findings at 
autopsy, though these findings are 
negative rather than positive and the 
diagnosis is made by exclusion. There are, 
however, a few observations at autopsy 
that are consistent and virtually the same 
from case to case. The constellation of 
these few findings permits the pathologist 
to predict on the basis of the typical 
history, what his findings will be. 
The morphological features in SJDS owe 
in part their consistency to the fact that in 
an infant the organs are largely normal 
and the alterations only slight and of a 
very brief duration. The infant who lived 
for a period of only several weeks or 
months shows no evidence of imprints of 
former diseases ; therefore. no such 
changes will confuse the issue of the cause 
of death. 
The following findings of changes at 
post-mortem examination of infants in 
SIDS were summarized in a recent 
publication (63): 
1.) Externally, the infant is well nourished 
and normally developed; there is no 
evidence of trauma; 2.) Numerous pete-
chiae are present in the thymus (both body 
and capsule), pleura (visceral and 
parietal), and the pericardium; 3.) The 
thymus is large in every dimension; 
4.) The lymphoid tissues throughout the 
body are well perserved. This is apparent 
in the enlarged thymus, in the Peyer's 
patches, the colonic mucosa, mesentaric 
lymph nodes and, microscopically, in 
pulmonary aggregates; 5.) The lungs 
usually fill the thoracic cavity; anterior-
ally, they are purple and nOIH:repitant. 
The cut surfaces are moist; no areas of 
consolidation and no exudates are visible; 
6.) The trachea, larynx and bronchi show 
a moderate inflammation of the mucosa in 
approximately 50 percent of cases; the 
infiltrate contains a few lymphocytes and 
an occasional neutrophil; there may be a 
small amount of aspirated gastric content 
(white, mucoid and curdy); 7.) The 
adrenals are small, flat and thin, but 
probably consistent with the infant's age; 
8.) The urinary bladder is usually empty 
and other organs show no changes; 
9.) Microscopically, in addition to the 
above-mentioned sites, petechiae are 
found in the myocardium in approximate-
ly 25% of the infants examined. 
The lungs show usually thick and 
somewhat cellular interalveolar walls, a 
moderate amount of intralveolar edema, a 
few macrophages in the alveolar spaces, 
and often some aspiration of gastric 
contents. Foci of fibrinoid are present in 
the larynx and a minimal to moderate 
inflammatory exudate may be seen in the 
larynx and/or trachea in approximately 50 
percent of the infants composed of 
lymphocytes and a few polymorphonuc-
lear leukocytes and macrophages. Occas-
ionally, plasma cells may be also found 
beneath the basement membranes of 
mucous glands. Other microscopic find-
ings confirm the gross observations 
outlined above. 
It should be mentioned here that the 
epidural haemorrhage posterior to, and 
allegedly compressing, the cervical spinal 
cord that had been implicated in the 
pathogenesis of crib deaths, is found in the 
loose connective tissue at the above site in 
all infants who die at this age. All other 
organs and tissues are not remarkable. 
VIL The Role of Government 
It is somewhat surprising that in view of 
the numbers of infants dying from SIDS so 
little has been heard of and done in the 
areas of support for systematic research, 
dissemination of information, and preven-
tion of this condition by the governments of 
countries throughout the world. It would 
appear that the most progressive appr-
oach to the problem was that by the 
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government of Great Britain as it involved 
itself in the promotion of investigations in 
the field of SIDS as early as in 1955 (24). It 
was almost two decades later that the 
government agencies of the United States 
of America, in recognizing the magnitude 
of the problem, sponsored the organization 
of the first International Confernece on 
that subject held in Seattle. This marked 
the beginning of increased efforts on the 
part of the governmental agencies to 
unravel the problems relating to this 
syndrome. Thus, the second International 
Conference held in 1969 (again in Seattle), 
was supported and a well-conceived and 
executed broad program was launched 
shortly thereafter by the National Institute 
of Child Health and Human Development. 
A series of planning workshops aimed at 
exploring the possible avenues for 
investigation were held in seven areas 
considered relevant to the problem and the 
proceedings were published under the 
sponsorship of the above National Insti-
tute. It is of considerable significance that 
shortly thereafter two Congresses of the 
United States held public bearings on the 
subject of SIDS, and that the 93rd Congress 
passed a public law 93-270 entitled, " The 
Sudden Infant Death Act of 1974", under 
which $9,000,000 of governmental funds 
were allocated for a period of three years 
for the post-mortem examination, counsel-
ing of parents, education, dissemination of 
information and the establishment and 
maintenance of programs for the statisti-
cal analysis of data concerning the SIDS 
(29). 
Whereas in other countries support for 
investigation into the problem of SIDS is 
forthcoming from governmental agencies, 
(21 , 18, 15, 50), no concerted and 
well-organized effort in the form of an 
established long-term program with the 
aims similar to those instituted in the 
U.S.A. is known to be operational. Such 
studies are necessary, however, in a 
prospective fashion if the problem of SIDS 
affecting the entire world is to be solved in 
the forseeable future . 
The task of the governments of various 
countries bas been augmented lately be 
the lay groups of parents that have 
organized themselves into chapters in 
many cities throughout the United States, 
Canada and Great Britain. There is also an 
international guild for infant survival and 
similar groups that are concerned with the 
SIDS. The primary purpose of these 
organizations is to provide counseling and 
education for families who have been 
affected by the loss of an infant through a 
crib death (35). In the effort to help the 
bereaved pare.nts the members of the medi 
cal profession may find effective help 
provided by these groups ; a close-working 
relation between the members of the 
medical and legal professions concernea 
with SIDS, and the lay groups is most 
desirable. 
VIII. Conclusions 
Whereas it is true that the etiology and 
pathogenesis of the sudden infant death 
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syndrome remains largely undefined 
recent information from a variety of ar~ 
provides hope that some answers to the 
problem will soon be forthcoming. The 
governments of countries around the 
world will have to make a concerted effort 
to increase the support for and level of 
research, education and dissemination of 
information available on this enigmatic 
syndrome if this type of death and the 
considerable loss of infants is to be 
prevented. 
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Trends in Primary Care 
" Primary care constitutes the major 
health sect~r. It is the first point or contact 
for the individual with the health system 
and, as we see it, should provide services 
on a continuous basis". 
J.F. Mustard 
Health is in the spotlight and much of the 
glare is being directed towards change in 
both the primary care and secondary care 
sectors. The physicians who most fre-
quently interface with the public are 
family physicians, emergency room 
physicians, and those specialists that are 
directly accessible to unreferred patients. 
This paper highlights some recent changes 
in London and considers their implica-
tions. 
1. " It's hard to get a doctor". 
This is the first prevalent assumption that 
I would like to consider. It may be hard to 
get a doctor in Moosonee but in London 
there is no shortage of offices displaying 
"welcome" mats. In 1970 the London 
Academy of Medicine's listing service 
contained the names of only four family 
physician's accepting new patients. By 
1974, because of the influx of new 
physicians, this list had grown to forty 
physicians in all parts of the city and it is 
still growing. In addition over half of the 
remaining family physicians will accept 
new patients if they have been referred by 
a patient already in the practice. Figure I 
shows the change in population per family 
physician since 1961. While this ratio 
stayed about 2500 to 1 during the 1960's, it 
has declined sharply since 1969 to the level 
of 1800 to 1 in 1974. 
What has been the effect of this increase 
in family physicians? One beneficial effect 
from the patient's perspective is that the 
waiting time for an appointment has been 
reduced. Table I shows that 70 percent of 
family physicians will see a patient with a 
non-urgent problem in less than a week. 
Because there has been no similar influx to 
London of paediatricians and obstetricians 
rendering primary care, their waiting 
time for non-urgent problems are consid-
erably longer. 
We can only speculate on other effects. 
With a limited number of patients and 
more physicians, more time will be 
available for preventive medicine, in-
creased follow-up of problems and 
housecalls. If incomes fall , then it might be 
expected that recent arrivals might be 
inclined to move to areas less heavily 
doctored. Table II shows the mobility of 
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Moved 
Retired/Died 
To Specialty 
To Emergency 
TABLE I 
Waiting Time for Non-urgent Problems- London 1974 
Family 
Physician 
[ n = 128]% 
69.5 
17.2 
13.3 
Primary Care 
Paedia tricians 
[ n = 14]% 
21.4 
35.7 
42.9 
Primary Care 
Ob tetrician-
Gynecologists 
[n = 15]% 
13.3 
33.3 
53.4 
TABLE II 
Mobility or London Family Physicians• 
Number or Family 
9 
10 
6 
2 
Physician 
70 
73 
77 
77 
79 
84 
95 
96 
108 
123 
128 
umber New 
To London 
Number Left 
London Practice 
5 
4 
5 
2 
4 
5 
12 
4 
16 
17 
12 
• based on telephone 
listing 
3 
1 
1 
2 
2 
0 
1 
3 
4 
2 
7 
London's family physicians since 1964. The 
figures for 1975 and 1976, when available, 
may in part, answer the above specula-
tions . Table I, Table ll & Fig. I . 
2. "The emergency room is absorbing the 
overflow of the primary care system". 
If this second assumption is valid, then 
emergency room visits would be expected 
to decrease as the number of primary 
physicians increases. More physicians' 
time would be available to see pauents m 
the office setting and the overflow would 
diminish. The upper line of Figure 2 shows 
a steadily increasing number of emer-
gency visits annually since 1961. Some 
readers might well object that perhaps the 
rise in visits is nothing more than a 
reflection of the population increase. 
Certainly, London bas grown from 160,000 
in 1961 to 240,000 in 1975. The lower line in 
Figure 2 allows for the changing 
population base by plotting the ratio of 
emergency room visits per 100 London 
residients. While even this ratio increases 
steadily, there is a marked slowing in the 
rate of increase starting in 1970. The effect 
of the increased number of family 
physicians has been to slow but not abolish 
the per capita increase in visits to 
emergency departments. Perhaps habits 
once established change slowly, or the 
number of transient patients has increased 
or the use of emergency departments is 
tacitly encouraged by the health care 
providers of London. 
3. Who is doing what in primary care in 
London? 
This question can be partly answered. 
With funds from the PSI Foundation and 
the cooperation of the Ministry of Health, 
the author has bad all 1974 OHIP claims 
for London physicians analyzed by fee 
schedule code and physician group. Thus it 
can be seen who is sewing up the 
lac~rations , attending to the pregnancies, 
canng for the well-babies, etc. Table Ill 
shows the distribution of care of simple 
lacerations in London in 1974. Omitted 
from this table are lacerations that were 
billed as minor office visits, lacerations 
repaired by internes for which no OHIP 
claims were made, and lacerations billed 
to the Workmen's Compensation Board. 
Even allowing for the above exclusions it 
is impressive that 73 percent of simple 
lacerations were sutured by emergency 
physicians. 
The distribution of the care of preg-
nancy, attendance at deliveries and 
newborn care for London during 1974 are 
displayed in Table Ill. While the majority 
of prenatal care is rendered by general 
pr~ctitioners <OHIP categorization), they 
deliver only one-third of the babies. If 
pregnant women referred to London 
obstetricians are excluded from the 
calculation, obstetricians delivered almost 
half of those pregnant women that would 
be considered receiving primary care. 
This reflects a trend that the author 
TABLE Ill 
Selected Examples of Primary Care From OHIP Data- London 1974 
a] Simple kin Lacerations 
General Practitioners 
Surgical Specialists 
Emergency Physicians 
Others 
b] Prenatal Care 
General Practitioners 
Obstetricians 
Others 
c] Deliveries 
General Practitioners 
Obstetricians ( unreferred) 
(referred) 
Others 
d] New Born Care 
General Practitioners 
Paediatricians Cunreferred) 
(referred) 
Others 
No. of 
Physicians 
109 
22 
51 
11 
102 
21 
4 
93 
21 
17 
4 
125 
20 
18 
11 
No. of 
Patients 
1412 
180 
4761 
161 
6514 
2040 
1451 
167 
3658 
1629 
1664 
1031 
145 
4469 
2590 
785 
298 
244 
3917 
%of Total 
Patients 
21.7 
2.8 
73.1 
2.5 
100.1 
55.8 
39.7 
4.6 
10Q.l 
36.5 
37.2 
23.1 
3.2 
100.0 
66.1 
20.0 
7.6 
6.2 
99.9 
detected in his interviews with London 
family physicians. While 100% of family 
physicians in practice from 5 to 10 years 
were delivering babies, only 75% of 
physicians established less than 3 years 
were active in this endeavour. Newborn 
care was primarily done by general 
practitioners with one-quarter of the 
infants cared for by paediatricians. 
From the above four examples, it is 
clear that in London, primary care is 
provided by a variety of physicians, the 
exact mix depending upon the nature of 
the problem among other things. Fig. n, 
Table ill . 
4. Future directions for primary care. 
Perhaps it would be more appropriate for 
the official at Queen's Park to write this 
paragraphy. Ipredictthefollowing.Tbere 
will be a stronger female physician 
presence: the number of women doctors in 
London is growing; the proportion of 
women in medical classes has Increased 
recently ; and many women are well-suited 
to the needs of continuing primary care. 
The division of providers into hospital-
based specialists and office-based primary 
physicians will increase: the fee schedule 
~es it unprofitable for primary physi-
ctans to attend one or two in-hospital 
patients, the training programs are 
turning the family physician's attention 
towards the community ; and the Ministry 
of Health's policy of closing small 
hospitals has its greatest effect on the 
primary physician. The association of 
public health nurses with physicians' 
offices will continue to the benefit of both 
the patient and the physician. Changes in 
the fee-for-service payment mechanism 
will allow experimentation with team 
practices. Many of the changes that come 
about will be in direct response to the 
economies of the situation. If incomes do 
n~t in<:rease sufficiently, then the physi-
cran will attempt to reduce his overhead 
and replace time-consuming and poorly 
remunerative areas of practice. Thus it is 
within the power of those paying for the 
service to shape the care of the future. 
F1gure 2 
Utilization of London Emergency 
Departments, 1961-75 
-Visits and Rate of Visits per 100 
Residents. 
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The Medical Imagination 
The Evll Weed 
" It's easy to quit smoking. 
I've done it hundreds of 
times. " 
"The whole world is an 
ashtray." 
Mark Twain 
In three sentences, a fine author can 
summarize the entire welter of confusion 
and ambivalence that confounds every 
inveterate cigarette smoker. On the one 
hand his powerful need to suck those bot, 
multitoxic micro-particles deep down into 
his lungs and on the other hand the 
overwhelming guilt this act inspires, 
thereby setting the scene for the next puff -
which provides at least a modicum of 
relief. On the one band, the knowledge that 
be must quit this incredible self-abuse 
before his lungs fall out, and on the other 
band the horrible reality that he is forever 
to struggle, impaled on the darkly glowing 
end of his nemesis. 
There are so many good things that keep 
the smoker going: the 'oral gratification 
(thanks to Dr. Freud for this one), the 
anxiety-relieving quality of the deep 
breathing associated with inhaling, the 
relaxation associated with the consump-
tion of burning tobacco in that lethargic 
and comfortable period following a meal 
and the rich taste of the smoke as it rolls 
down into the lungs (thanks to your 
average cigarette producer and his 
advertising for this one). 
Put in those extremely attractive terms, 
I wonder how it was that I managed to quit 
smoking, because that is the real objective 
of this article. For many singular events 
there is a precipitating factor, but this 
story will be presented chronologically, in 
order to demonstrate how the ground must 
be prepared, before decisions of such great 
moment can be taken. 
Let me begin by saying that it's a 
helluva lot easier to start than it is to stop, 
and as a thoroughly addicted smoker, 
starting was a big error, because I quickly 
found how weak-willed, lily-livered and 
spineless a person I was. I started in the 
usual way, though not becoming a heavy 
smoker until a bit later than many of my 
friends . My first puff of a cigarette took 
place at the age of four years, when I 
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finally convinced my father that he must 
let me drag on one of his sporadic 
cigarettes; he allowed this, encouraging 
me to inhale deeply. I inhaled, stopped 
breathing, turned blue, then green, 
developed instantaneous vertigo, turned 
around three times and collapsed on the 
ground. I should have " let that be a 
Jesson" to me, but that dirty trick seemed 
to enhance my curiosity, and over the next 
12 or 13 years, I continued to observe the 
usual form , sneaking smokes in out-of-the-
way places and when I was away from 
home, and never realizing that the tell-tale 
smell was very much an intermittent part 
of my personality - or so I was told, years 
later. Since I stopped obtunding my nose 
with cigarettes, I can appreciate only too 
well what a stench the smoker carries with 
him. For example, the only way to kiss a 
smoker and enjoy it is to chew on a large 
and mature leek approximately 1-2 hours 
before the event. This works, because it 
makes you almost as offensive as the 
smoker himself. 
Most persons who smoke do so guiltily. 
though they may exhibit great bravado in 
their activities. I was no exception to that 
rule, and there carne a point in my 
smoking career, where each cigarette 
could have been my last, were it not for my 
total inability to do anything constructive 
about the habit. Let's face it, when the 
need exceeds the anxiety, there isn' t much 
one can do about it but continue to indulge 
the habit, hoping for the day to come when 
the reverse is true. But in the meantime 
and over a period of fifteen years, I tried 
again and again, becoming quite familiar 
with the feelings expressed in Mark 
Twain's comment, recognizing more and 
more clearly the futility of my efforts, 
becoming more and more frustrated with 
my helplessness in the face of this 
consuming behaviour, continuing to de-
lude myself that 'this could be the time' 
and always struggling, as man is destined 
to do, when confronted by his own 
behaviour, against the invisible, but 
powerful web of the Fates. Let me 
document some of the trials that failed. 
Soon after taking up smoking in a big way, 
and suffering even at that time from pangs 
of guilt, I decided to solve the problem of 
overconsumption by using 'truck driver' 
cigarettes- no tips, no filters . I must admit 
that these gave the most satisfying smoke 
I ever had, and cut down almost 100% on 
borrowing by other smokers - another 
reason for continuing to smoke the things 
- but the thought that sucb a ploy would 
reduce my smoking turned out to be a 
delusion. 
After a period of two or three years - I 
had switched back to cork-tipped and 
filtered cigarettes - during which I 
mustered the energy to try again, I hit 
upon the plan of buying the pack and 
putting it into someone else's hands, to be 
metered out to me. It doesn't take mucb 
imagination to picture what happened; he 
very quickly tired of being my father and 
having me trailing around after him all the 
time. I became suspicious that he was 
sneaking my smokes during the occasional 
moment that be was out of my sight and 
rather than risk our friendship further in 
what we both carne to recognize as an 
exercise in total futility , we came to a 
mutual agreement to quit. Unfortunately, 
this didn't mean to quit smoking; for me it 
meant to quit trying to quit, for another 
three or four years. 
Then I entered into what I now view as my 
bumming around stage. In Europe, it is 
still the custom in some countries that the 
young person take a year or so off from his 
educational course and travel around the 
various countries . I attempted to take off 
from my smoking by ceasing to purchase 
cigarettes , and won a substantial reputa-
tion as 'Wimpy '; this man. of Popeye 
fame , loved hamburgers almost as much 
as I loved cigarettes , but he couldn't enjoy 
his hamburger, unless and until he had 
mooched it from someone. I certainly 
continued to enjoy cigarettes just as much , 
if not more, when they came from 
someone else, and when I was honest with 
myself about the impact of that trick on 
my daily consumption - I was rarely 
honest , and this is an almost uniform 
characteristic of the cigarette smoker - I 
could tote it up to ju t a much a when I 
D 
D 
0 
a: 
was buying my own. It was during the 
mooching stage that I did as Mark Twain; 
I determined that quitting smoking was 
easy , because I must have done it at least a 
dozen times, though on no occasion for 
long enough to give my alveoli more than a 
wisp of fresh air, before once again 
shrivelling and blackening them with 
clouds of hot bituminous smoke. 
Off and on, during the constant ins and 
outs, starts and stops, ups and downs, of 
my campaign to regain at least a modicum 
of control over my own body, I attempted 
to substitute for the cigarettes, a pipe. Now 
many people believe that pipe smokers are 
safer because they don't inhale. Let us not 
delude ourselves about this matter: a good 
smoker will inhale anything that comes 
from a burning object in his mouth, he will 
suck it deeply into bis lungs so that be can 
feel it tickling his diaphragm, and he will 
enjoy it with that deep sense of satisfaction 
that only such a masochistic act can bring 
(and if you haven't done it, your 
understanding of why it is that we have so 
much trouble stopping such a 'silly' habit. 
is incomplete>. I inhaled pipe smoke JUSt 
as described, and enjoyed it similarly. 
Pipe smoking has some concomitant 
aspects which are of some interest. The 
pipe is believed to confer on its owner an 
ideal mixture of intellect, sa voir faire and 
masculine sexuality. In fact, what it does 
is burn his mouth, blacken his teeth, put 
holes in his pockets, distort his jackets 
from the excessive weight of all the 
accessories and paraphernalia he must 
carry with him and leave a trail of ashes , 
matches, glops of sticky nauseating tar 
and disgusting distorted pipe cleaners 
behind it. Another failure . 
Finally, reality appeared in the guise of 
a wife, who had aU along been expressing 
her quiet concerns about the way I had 
been abusing my body over the years. In a 
classic end run, she slipped a copy of 
Kenneth Cooper's book, Aerobics, into my 
hands, I read it and got hooked on the idea 
of exercising on a regular basis. Mter a 
year had gone by, and I bad gradually 
worked my way up to one and a half miles 
of running at a stretch, I got the idea that I 
would like to go longer distances, but 
found that I coUldn't. You see, all along, I 
had continued to try to combine running 
and smoking, and the two are about as 
compatible as lit matches and gasoline . 
Sure I had cut down, on some days to as 
few as five to ten cigarettes, but it was 
those last few which were stopping me 
from achieving a goal which had become a 
much stronger push to my psyche. 
So I quit. And haven't touched a tobacco 
product since then, and probably never 
will again. 
What I have become is an 'ex-smoker', 
and a more virtuous, self-righteous and 
intolerable person does not exist ; he 's 
activated by the sight of some poor 
benighted soul lighting up, but that 's 
another story . 
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It has become a ritual in Canada to view 
the medical profession as unalterably 
opposed to state-sponsored health insur-
ance. It is usually assumed that this is so, 
was so, and has always been so. In fact, the 
history of the medical profession 's attitude 
to health insurance belies this common 
stereotype. 
The first mention of health insurance in 
the Canadian Medical As ociation Journal 
was in 1912. Lloyd George had just 
introduced his famous Insurance Act in 
Great Britain, and Canadian doctors took 
note of this new phenomenon. ln the words 
of the editor of the Journal , the 
conservative Sir Andrew Macphail "a 
spirit of charity will be replaced by a cold, 
official atmosphere. When physicians 
become civil servants, those who are 
peculiarly adapted for healing the sick will 
be automatically forced out of the service 
and into private practice." Prophetic 
words perhaps, and similar reservations 
were expressed in 1914 by Dr. A.R. Munroe 
ol. Edmonton, who claimed that Lloyd 
George was "exploiting the medical 
profession either in the name of charity or 
religion." Nevertheless, Munro believed 
that commercial methods of insurance 
should be studied and that the medical 
profession could agree on four points : 
universal access to medical care; no 
" charity" treatment : increases in doctors ' 
incomes: the need to have insurance 
schemes calculated on the basis of ··the 
medical schedule of fees .·· Munroe added 
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that it was "worth every man's while 
studying." 1 Who could disagree? 
Macphail and Munroe assumed that 
health insurance would be a long time 
coming to Canada. The First World War, 
however, created an atmosphere of 
mutual sacrifice and an acceptance of 
state involvement in a broader range of 
social services than hitherto contemplat-
ed. In 1917 the president of the CMA, Dr. 
A.D. Blackader , reflecting the anti -
materialist sentiments so prevalent during 
the war, warned the CMA that it must 
avoid the imputation of " mercenary 
reasons" in its opposition to health 
insurance. Moreover, all doctors should 
now begin to prepare for the consideration 
of health insurance in Canada, and in this 
process the CMA should seize the 
initiative" to safeguard the true interests 
of our own profession.' 2 
Still, by the war's end in 1918 no 
prominent Canadian doctor had explicitly 
stated a preference for state-directed 
medicine. But in 1919 Professor D.F . 
Harris told the Association of Medical 
Health Officers of ova Scotia U1al :.im:t: 
preventive medicine was already and 
properly the concern of the slate, curative 
medicine hould be a state concern as well. 
This was a fairly common attitude among 
public health doctors, who. being already 
civil servants, could see few terrors and no 
degradation in the pro peel of universal 
state medicine. ln the arne year the first 
• 
• • 
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Royal Commission was appointed to study 
health insurance, in British Columbia, and 
its Report recommended a state-supported 
system of health insurance.3 
The British Columbia government , 
however, took no action on the Royal 
Commission Report, because, as Premier 
Oliver informed the legislature, there was 
much doubt that health insurance was a 
provincial responsibility. The Royal Com-
mission recommendation was therefore 
ignored, and medical insurance, like so 
many wartime social schemes, was all but 
forgotten during the 1920's. When the 
general secretary of the CMA, Dr. T.C. 
Routley, told Saskatchewan doctors in 1923 
that health insurance was a serious 
proposi:.ion which deserved study, the 
secretary of the Saskatchewan Medical 
Society replied that he was " sure that this 
is just a flight of imagination in Dr. 
Routley 's mind, and if he keeps quiet about 
it the country will never hear of it again. "4 
In fact , the country did begin to hear 
about health insurance again in 1928 and 
1929 when a parliamentary committee 
held hearings in Ottawa to determine 
Canada 's social security needs. Health 
insurance, the committee decided, was 
one of the needs. but the committee bowed 
to an advisory legal opinion which stated 
that social security \as really the 
responsibility of the provinces. Thi did 
not prevent the House of Commons from 
debating health in urance. which it did 
annually, but it did insure that health 
insurance would be talked out every time. 
The CMA itself discussed health 
insurance once again in 1929. In a debate at 
the annual meeting that year speakers 
indicated uncertainty , opposition and, in a 
few cases, support for health insurance. 
Dr. T.B. Green of British Columbia 
cla imed that in his association meetings he 
had " never heard, with one exception, any 
voice favouring health insurance." On the 
other hand. Dr. George Wilson of Toronto 
stated his belief " that state medicine is 
coming and we need not fight against it. It 
behoves [sic] this Association to get 
behind it and direct it. " Speakers from 
eastern Canada tended to be less specific 
than those from the West. One doctor from 
Saint John hoped that the idea of health 
insurance "will die before it reaches us," 
but was willing to support an investigation, 
providing that it was done "as quietly as 
possible, lest those <ofus l in the East may 
hear of it. "5 
ln the same year the British Columbia 
government abandoned its position that 
health insurance was a federal matter and 
appointed yet another Royal Commission I to consider the possibilities of a provincial 
1 scheme. Before the Commission submitt~ 
its report in 1932, a general econom1c 
depression had settled over the country, a 
depression which fundamentally altered 
both the state 's and the medical 
profession's perspective on health insur-
ance. 
Quite suddenly the CMA began to 
perceive health insurance not as a threat 
but rather as an antidote for the economic 
ills of the profession . The CMA 's 
Committee on Medical Economics pointed 
out how severely doctors were affected by 
the depression. In a survey of doctors in 
Hamilton, which the Committee carried 
out in 1933, it was found that doctors ' 
practices had declined in volume by 36.5% 
between 1929 and 1933. Even worse, in 1929 
n.5% of doctors ' work was remunerative ; 
in 1932, the proportion had fallen to 50%. 
Almost half of the doctors surveyed 
cla imed that their professional income 
was insufficient to pay their expenses and 
provide the necessities of life. The 
respondents estimates that only 30% of the 
population was willing to pay for medical 
care, and that many patients failed to 
secure medical attention early enough in 
cases of serious illness solely because they 
could not afford it.6 
In rural areas the situation was 
reportedly even more desperate. Dr. Ward 
Woolner of Ayr , Ontario, described his own 
experience in an article in the CMA 
Journal :7 
ince 1929, rural areas have many 
families who cannot pay anything to 
their doctor. Even farmers , who a 
few years ago were considered well 
to do -- had electricity installed. had 
motor cars and telephones - cannot 
pay for medical care today . \ e are 
asked to accept all kinds of produce 
on our accounts. The writer received 
over twenty chickens, several ducks . 
geese, a turkey, potatoes and wood 
on account during last winter. Many 
country doctors have trouble collect-
sufficient to purchase the bare 
necessities of life. 
Dr. Woolner concluded that only a 
province-wide scheme of medical care 
could alleviate the situation. Many others 
had come to the same conclusion. 
In 1932 the Province of Quebec Medical 
Association recommended a system of 
compulsory health insurance to cover 
complete service, cash benefits and the 
right to free choice of physician by the 
patient.8 The B.C. Royal Commision set up 
before the depression reported in favour of 
a health insurance plan covering employ-
ed persons making Jess than $2400. per 
annum. The unemployed, however, were 
still left to charity. This meant, inevitably, 
that indigents would continue to receive a 
considerable amount of free service from 
doctors, or continue to add to the 
municipal relief burden. Doctors generally 
found this to be intolerable, and, in 
response to the British Columbia propos-
als, the CMA instructed its economics 
committee to prepare its own health 
insurance plan.!T 
Medical care for the unemployed and 
payment for such care was the CMA's 
greatest concern. Accordingly in 1933, Dr. 
RouUey, the CMA's general secretary, 
went to see Prime Minister Bennett about 
the problem. He pointed out to Bennett 
that the doctors were in effect providing 
their own subsidy to the unemployed by 
giving free service, but Bennett offered 
little hope of federal a id. With no solution 
in sight, the editor of the Bulletin of the 
Vancouver Medical A ociation called for 
the "socialization" of medicine. He urged 
doctors to accept a situation that was not 
only unavoidable, but actually desirable. A 
generous response from the medical 
profession would restore doctors ' self-
esteem and return "the medical profession 
to the pinnacle on which it once stood, and 
from which to a great extent .. . it has 
fallen . " 10 
The CMA Committee on Economics 
finally presented its "Plan for Health 
Insurance in Canada" to the CMA's 
Council in 1934. The committee pointed out 
that provincial and municipal govern-
ments had shirked their responsibility for 
the provision of medical care for the 
indigent. The only solution to the problem 
was "State Health Insurance." State 
Health Insurance would be organized as a 
division of provincial departments of 
health and a central Health Insurance 
Board, " representative of all interested 
parties," would furn ish advice . The 
supervision of the plan would. of course, be 
handled by doctors, who would ensure that 
" the systematic practice of preventive 
medicine" would be properly carried out. 
The plan covered ind igents , whose 
premiums would be paid for by the state, 
as well as single persons with incomes 
below 1200 and fam ilies with incomes 
below $2400. Above those income levels, 
participation in the plan would remain 
voluntary. The committee did not specify 
how doctors should be paid, although they 
noted that in sparsely populated rural 
areas doctors would have to rely on a 
contractual salary.l1 
In the same year , the president of the 
Toronto Academy of Medicine, Dr. E .A. 
McDonald, argued in his presidential 
address for state medicine. Doctors, he 
claimed, were " being driven into the 
indigent class" because they were forced 
to treat penniless patients free of charge. 
He advocated that Canada follow the 
British model for health insurance, but he 
recommended rather more generous 
salaries than the British paid. The general 
practitioner, McDonald suggested, "shall 
be paid a salary sufficient to enable him to 
live in comfort and continue his post-
graduate studies to enable him to keep 
abreast of the progress of medicine, say, 
$6,000.00 per year." Specialists would be 
paid proportionately more, " say $8000 to 
$10,000 yearly." In l!JJG-31 the average 
male wage-earner in Canada was estimat-
ed to have earned only $927 per annum, 
and the salary of a Member of Parliament 
was $4000. It is therefore unlikely that 
McDonald's salary proposals met with 
much favour outside the medical profes-
sion.l2 
When British Columbia introduced a 
draft health insurance scheme in 1935, the 
medical profession began to realize that 
health insurance presented many difficult-
ies which had not been anticipated. By the 
time the draft bill became law in 1936, the 
B.C. medical profession was thoroughly 
alarmed . The Health Insurance Act 
proposed a restricted coverage - wage 
earners making less than $150 a month, 
leaving out domestic servants , casual 
labourers , the indigent, part-time work-
ers, and receipients of old age pensions 
and mothers' allowances. In short, those 
least likely to pay their accounts remained 
uninsured. The Act was, the Bulletin of the 
Vancouver Medical A ociation declaim-
ed, "a pale shadow of its former self, 
anaemic and paralyzed in its lower limbs, 
or its lower income levels , if you prefer." 
Equally disturbing was the Act's failure to 
make specific provision for the rates and 
manner of payment and to give doctors a 
large role in the Act's administration. 
ubsequenl negotiations with the doctors 
failed to produce agreement , and the 
government postponed implementation of 
the scheme - indefinitely, as it turned 
out.13 
The British Columbia experience, how-
ever, did not cause Canadian doctors to 
reject the concept of health insurance. 
Indeed, the problem was that governments 
were not prepared to go far enough. In 
some provinces, therefore. the medical 
associations took the lead in developing 
voluntary health care schemes. In 1937. 
Manitoba began the study of voluntary 
hospital insurance • Blue Cross1 and by 
1939 the plan was in operation. Other 
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Canadian provinces soon followed . In 
Ontario, Associated Medical ervices and 
the Windsor Medical Services were 
established in 1937; both were sponsored 
by the OMA. A similar scheme was put 
into operation in Regina in 1939.14 
These plans were local in coverage and 
voluntary in nature, and it seems that the 
CMA regarded them as a stop-gap. In 1939, 
the CMA's Committee on Economics 
reported that it had completed a 
comprehensive study of the working of 
health insurance in other countries, but 
recommended that the task of completing 
a health insurance plan had to be left to the 
government: "the Government must be 
the lead horse and . . . the Canadian 
Medical Association should be an essential 
and recognized running mate. " 15 The lead 
horse soon came round the corner, in the 
person of Dr. J .J . Heagerty, the Director 
of Public Health for the federal depart-
ment of Pensions and National Health. 
Before 1939, Pensions and National 
Health had failed to win, show or place in 
the health insurance sweepstakes. It was 
regarded in Ottawa as a mediocre 
department filled with second-raters. Its 
functions were confined to house-keeping 
on the health side, and it had never 
developed a comprehensive approach to 
health insurance, which it believed was a 
provincial responsibility. But in Septem-
ber 1939, Pensions and National Health 
acquired a new minister, Ian Mackenzie, 
who had been hastily transferred from the 
sensitive Department of National Defence 
on the outbreak of war. Mackenzie was 
naturally anxious to re-establish his 
reputation, and within months he had 
adopted social welfare as his instrument. 
ln January 1941, the King government 
summoned a Dominion-Provincial Confer-
ence to discuss the recommendations of 
the Rowell-Sirois Royal Commis ion . One 
of the special studies prepared for the 
commissioners by A.E. Grauer dealth with 
public health, which Grauer reported was 
in dismal shape. As Ottawa prepared tor 
the conference, Mackenzie approached the 
deputy minister of Finance, Clifford Clark. 
to ask that "consideration <be l given to the 
possible inclusion of public health as one of 
the subjects for discussion ... " omeone ... 
Clark rudely noted. "has called hi 
attention to Professor Grauer's report. " 16 
While Mackenzie did not succeed in having 
health insurance placed on the agenda. he 
did create the impetus within his own 
department for a re-examination of the 
possibilities of health insurance. 
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A small committee. chaired by Dr. 
Heagerty, reported in January 1941 that 
"The principle of health insurance is 
approved." Its recommendations were to 
form the nucleus of the future federal 
health insurance scheme. The committee 
urged that public health CHeagerty was a 
public health doctor ) be "an integral part" 
of any health insurance plan. that 
coverage be universal below a certain 
income level, and that provincial depart-
ments of health administer the plan in 
consultation with medical practitioners. 
In October 1941 , the CMA's executive 
visited Ottawa, where they were informed 
by Mackenzie of the work in progress. 
Mackenzie emphasized that nothing had 
been decided a yet, and that he wished to 
keep in touch with the doctors. A 
subcommittee of seven, including Routley. 
was appointed for this purpose. More 
important, the CMA itself in the same year 
approved the principle of health insur-
ance, expressing reservations mainly 
about direct employment of doctor by the 
state. 
The stumbling block was not the medical 
profession but rather the federal depart-
ment of Finance. Pensions and ational 
Health's early propo al envi aged a 
federal enabling act which would author-
ize federal contributions to provincially-
legislated plans. These plan would have 
to exclude indigents , but would allow fairly 
comprehensive medical treatment. In a 
letter to the mini ter of Finance, 
Mackenzie estimated the cost of the 
program at 20 million. but alas, the 
Finance Department did not believe 
Mackenzie, and the mini ter' project was 
returned to him with a recommendation 
for more tudy.l7 
An exchange of letters in the CMA 
Journal of April 1942, betwe n Heagert. 
and Routley. wa intended to how that a 
health in urance bill wa very near -
omething that wa far from the truth . Dr. 
Routley sounded the alarm : the doctors 
must consider their pos 'tion before it wa 
too late. A great change wa coming. and 
the CMA must b in the vanguard. Routley 
urged all doctors to join the C 1A o that 
the CMA · an wer to the anticipated 
que lion. " Whom do you repre ent ?" 
Would not be too embarrassing. To the 
current wartime logan of " Remember 
Hong Kong ! Hemember Pearl Harbor!" 
Routley ugge ted adding. " Hemember 
Great Bri ta in. a nd remember !\e w 
Zeala nd when vou think of Hea lth 
In urance ! " 18 · 
At the annual meeting of the CMA in 
June 1942, the results of a questionnaire on 
health insurance were tabled. The 2500 
doctors who replied strongly supported the 
1934 princ iples . They wanted : " an 
independent Health Insurance Commis-
;;ion" in each province, " the majority of 
whom shall be representatives of organiz-
ed medicine ;" medical care for indigents 
paid for by the government; freedom of 
choice for physician and patient ; remuner-
ation ··according to the method or methods 
of payment which ! doctor > elect. ·· With 
this mandate the committee of seven could 
take the initiative in defining more 
precisely the association 's attitude to-
wards the prospective health bi!I.19 
The next draft of Heagerty's bill 
reflected the CMA's concerns. There was 
to be both a dominion Council on Health 
Insurance and separate provincial Coun-
cils, with a majority of the membership 
being practising doctors. There was to be 
fee for service payment, and all indigents 
were to be included. In effect, Heagerty 's 
bill gave the doctors everything they 
wanted. As far as Pensions and National 
Health were concerned, the bill was 
complete by December 1942, " except as to 
matters relating to costs." But costs, as it 
turned out, were close to the heart of the 
matter. 
On January 18-19, 1943, a special 
meeting of the CMA Council was convened 
in Ottawa. <Heagerty and his deputy 
minister, Dr. Wodehouse, were members 
of the Council ) The meeting adopted two 
resolutions : 
1. The Canadian Medical Association 
approves the adoption of the principle of 
health insurance. 
2. The Canadian Medical Association 
favours a plan of health insurance 
which will secure the development and 
provision of the highest standard of 
health services, if such plan be fair both 
to the insured and to all those rendering 
the services. 
The CMA Journal approvingly noted that 
Heagerty and Wodehouse 's attitude 
throughout was one of satisfying frank-
ness. While the Council was pleased with 
the progress made to date, it nevertheless 
refrained from approving the specific plan 
put forward by Pensions and National 
Health.20 
Heagerty and Wodehouse had achieved 
a qualified success on the medical front , 
but Mackenzie, their minister, had lost the 
political battle for immediate implement-
ation of the plan. The day after the CMA 
Council approved the principle of health 
insurance, Mackenzie learned that the 
cabinet would not support the enactment 
of health insurance in 1943. Instead, 
Heagerty 's draft bill would be sent to a 
House of Commons committee. the 
Committee on Social Security, for study. 
The pecial Committee on Social 
Security convened in March 1943. It held 
four months of frequently wild and woolly 
essions as lawyer-MPs and medical MPs 
had at one another. Routley and Dr. A.E. 
Archer, the CMA president, appeared on 
behalf of the association. Routley repeated 
the conclusions of the special Council 
meeting of the previous January : the 
doctors anticipated ·•great and in some 
respect unwelcome changes. " but they 
had accepted the principle of health 
insurance. Reflecting a common fear 
among doctor that politicians would 
meddle in their daily work, Routley 
warned the committee that health 
insurance mu t be run by a "non-political 
independent commis ion ... 
Other medical opinions were given at the 
hearings. The Catholic Hospitals Council's 
representative told the committee that 
they feared a loss of autonomy and 
confessional identity in a national hospital 
scheme; the majority of Canadians, after 
aU, were Protestants. The osteopaths, the 
chiropractors, the Cristian Scientists and 
even the " Anti-Vaccination and Medical 
Liberty League of Canada" came forward . 
The gist of their testimony was objection to 
the predominant role of doctors in the 
administration of health insurance, and 
the restriction of benefits to strictly 
medical forms of treatment. Heagerty 
firmly rejected their arguments, insisting 
on the control of all medical treatment by 
the medical profession. 
Finally in July, the committee reported 
to the House of Commons that it thought 
that the principle of health insurance was 
a good one, and that the government 
hould scout out the provinces' reactions. 
In the meantime the committee should be 
reconstituted next session. Heagerty's 
project had survived, chloroformed.21 
The CMA, which may have been 
disturbed by the attitude of some who had 
appeared before the Social Security 
Committee, seemed to welcome this 
pau e. An August 1943 editorial in the CMA 
Journal saw the delay in Ottawa as 
providing an opportunity to think things 
over. Archer echoed this sentiment in his 
presidential address , and while not 
repudiating the CMA's support for the 
principle of health insurance, he suggested 
that health insurance should be delayed 
until after the war .22 The doctors ' 
hesitations gained force in December 1943 
when a financial committee on health 
insurance reported that health insurance 
would cost the federal government 
approximately 100,000,000, four times as 
much as Mackenzie's original estimate. 
This report undermined much of 
Heagerty ' s testimony to the Special 
Committee. This committee's conclusions 
did not become public for a few months 
and in the meantime, the CMA Journal 
described Heagerty 's testimony on finance 
as " not always consistent. " Heagerty, who 
must have known by this point that his 
fi nancial estimates were unsound, tried to 
reply that the criticisms were "erroneous" 
and unjust. As the Chairman of the B.C. 
Division of the CMA's Committee on 
Economics observed, " Dr. Heagerty 's 
subsequent reaction has seemed to rather 
prove that we have hit a tender point. "23 
The tone of the discussion had changed, 
a fact noted by Dr. M.G. Burri in a letter 
to the C fA Journal in March 1944 : 
The profession of Canada as a whole 
i only now realizing the true nature of 
the proposed Bill. In my opinion the 
ection of the profession included 
within the Canadian Medical Associa-
tion has been altogether too complac-
ent and too compliant in the matter 
hitherto. We have proceeded appar-
ently in the belief that State control 
was inevitable and as if the legislation 
had already been enacted. We have 
neglected to examine adequately the 
theories underlying and the theorists 
responsible for the present situation. 
The philosophy of the proposal is as 
plain an example of National Social-
ism and State Control as one could 
imagine or desire. 
The Journal also took note of the American 
Medical Association's hostile attitude on 
health insurance, an attitude quite unlike 
the CMA's " too complacent and too 
compliant" attitude. The Journal also 
began to publish unfavourable comments 
on the proposed measures for British 
health insurance, in one case repeating a 
warning issued to Canadian doctors by 
Lord Dawson of Penn, "Chief Physician to 
His Majesty the King. "24 
It was, however, the Health Insurance 
Act passed by the Saskatchewan legisla-
ture in the early spring of 1944 which 
crystallized doctors ' fears about politic-
ians and their use of health care schemes. 
The Saskatchewan medical profession 
strongly protested " the fact that no 
opportunity was given to make represent-
ations on this bill and the hasty manner in 
which it was rushed through in the last 
hours of the legislature." They were 
understandably alarmed that no provision 
had been made for the representation of 
doctors on the Health Insurance Commis-
sion. The responsible minister replied that 
the bill was merely an enabling act and 
that no health insurance could be set up 
immediately under its provisions. Never-
theless, the doctors treated this Saskatch-
ewan experience as an evil omen. The 
profession, Saskatchewan doctors argued, 
had been subjected to slanders and abuse. 
Rather plaintively, they summed up their 
position, " We all know that individually, 
the doctor is everyone's friend but as a 
group we are regarded as anything but 
that. "25 
The fears of the askatchewan doctors 
were premature : there was no possibility 
that a poor province like Saskatchewan 
could finance a health insurance scheme 
without federal aid . Just as the Patterson 
government in Saskatchewan was passing 
its " innocuous enabling act," the federal 
cheme was collapsing in Ottawa, the 
victim of miscalculations and political 
exigencies. When the Mackenzie King 
government decided to proceed with 
family allowances, health insurance was 
abandoned and not revived as a separate 
measure. Far from being imminent and 
inevitable as CMA President Archer had 
claimed in 1943, a comprehensive health 
in urance scheme was a generation away. 
By the mid 1960's when the Pearson 
government introduced medicare, the 
Heagerty plan was all but forgotten ; so too 
was the CMA 's previous support for health 
in urance for Canadians. 
The CMA 's support for health insurance 
in the 1930's and early 1940's contrasted 
strongly with organized medicine's opposi-
tion to health insurance in the United 
States and Britain. Indeed, in the 1930's 
and even in the early 1940's, the most vocal 
supporters of health insurance were 
prominent members of the Canadian 
medical profession. It was always a 
qualified support and enthusiasm varied 
inversely with the economic condition of 
the profession. It also seems that the 
greater the degree of familiarity with the 
politician and his schemes, the greater 
were the doctors' doubts. Nevertheless, to 
_the "indigent" medical profession of the 
1930's, health insurance promised paid 
accounts and security. In the 1940's and 
1950's there appeared to be better ways, 
and the medical profession then chose to 
confront the perils of prosperity alone, 
without the politician's helo. 
References: 
I. Canadian Medical Association Journal 
<CMAJJ , 3 0912), 228; Ibid_, 4 (1914) , 
1112. 
2. Ibid_, 7 (1917), 582. 
3. H.E . MacDermot, History of the Cana-
dian Medical A ociation, vol. ll 
<Toronto, 1958 l , 60-1. 
4. Cited in Ibid_, 61. 
5. A transcript of this discussion may be 
found in Ibid., 61-4. 
6. CMAJ, 31 (Sept. 1934), SuppJement, 51. 
7. Ward Woolner, " Medical Economics in 
the Rural Districts of Ontario,'' CM.A.J. 
30 (1934 ), 307. 
8. CMAJ, 31 <Sept. 1934), Supplement, SL 
9. H.E. Macdermot, "A Short History of 
Health Insurance in Canada," CM.A.J, 
50 ( 1944) , 448-9. 
10. Cited in Ibid. 
11 . Report of the Committee on Econom-
ics, "A Plan for Health Insurance in 
Canada," CMAJ, 31 <Sept 1934), 25-62. 
pecial Supplement. 
12. E .A. McDonald, "State Medicine " 
CMAJ, 31 (1934), 666-7. ' 
13. Reproduced in CMAJ, 34 0936), 685. 
14. Royal Commi sion on Health Service 
1964, vol. 1, 387-8. 
15. Cited in Macdermot, Hi tor , 73. 
16. Clark to Alex Skelton, 23 Dec., 1940, 
R.G. 19 E2C, v. 108, Public Archives of 
Canada. See generally, R.S. Bothwell, 
"The Health of the People, " Paper 
presented to Canadian Historical 
Association Annual Meeting, June 1975 
17. See Bothwell, 11-13. 
18. CMAJ, 46 (1942), 390-1. 
19. Ibid., 47 < 1942), Special Supplement.3-5 
20. Ibid., 48 0943), 93. 
21. Canada, House of Commons, Special 
Committee on Social Security, Min-
ute : Journal of the House of 
Commons, 23 July 1943. 
22. CMAJ, 49 CI943, 123-7. 
23. Ibid .. 50 !19441, 72. 174-5.276. 
24. Ibid .. 50, 164-5, 276. 
25. Ibid .. 273-4. 
Page 17 
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In the medical curriculum of the 
University of Western Ontario, the clinical 
clerkship is completed at the end of the 
third year. In today's medical schools, the 
clinical clerkship combines the best 
features of the rotating internship, and the 
apprenticeship of the 19th Century. It has 
thus come to be regarded as the main part 
of an integrated medical curriculum. The 
fourth year of the medical curriculum at 
the University of Western Ontario 
complements the ordered hospital rota-
tions in the clerkship by offering clinical 
experience which is oriented to the 
out-patient clinic and the office, where the 
majority of medical work is done, as well 
as a return to basic science. It seemed 
likely that students coming out of the 
clinical clerkship would have a variety of 
interests, and that each student might 
have a different timetable, making use of 
the educational experiences both on and 
off campus. 
Objectives or the Fourth Year 
When the curriculum was approved in 
1971, the detailed planning of the fourth 
year was assigned to the Academic Policy 
Committee. That committee, in coopera-
tion with the Third and Fourth Year 
Teaching Committee has developed a 
fourth year program to meet a number of 
general objectives as directed by Faculty 
Council . The objectives are as follows. 
First, there will be an opportunity for 
students to choose from a number of 
options. It is not intended that students 
should make a final career choice during 
the fourth year, but that a variety of 
intensive experiences in the clinical 
specialties including family medicine, will 
be available in order to help them make 
such career decisions. For years, electives 
have been available which partially 
fulfilled this aim, but courses which could 
be more closely evaluated within the 
faculty, and thus modified according to 
needs, were also necessary. From this 
concept the Clinical Streams developed. 
Second, a major objective was to provide a 
more intensive experience in family 
practice for all fourth year students. In a 
health care system where family practice 
provides the bulk of the service, a six week 
experience in the third year might not be 
sufficient to provide a life-long perspective 
on family practice for those who enter 
directly into specialties and sub-special-
ties. Third among the general objectives, 
was that there should be a return to basic 
science. While the basic sciences have 
valuable and intrinsic interests which are 
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independent of clinical considerations, 
their importance to the medical student 
lies in the application of basic data to the 
solution of clinical problems. Students 
coming out of their clerkship therefore will 
have an opportunity to refresh their basic 
science knowledge. Since they participate 
in the planning committees, they may also 
influence the choice of topics. 
While these are the primary objectives, 
there are additional considerations of 
some importance. For example, one of the 
problems of the hospital-oriented clinical 
clerkship is that important clinical 
decisions have often been made before the 
students meet the newly-admitted pa-
tient. The student is more likely to 
participate in the initial decision if he is 
assigned to emergency, the out-patient 
clinic, or an office. Also, it is possible for 
students to repeat failed or borderline 
clinical clerkship rotations during the 
fourth year. 
Outline or Fourth Year chedule. 
This is a 32 week academic term divided 
into two 16 week periods. One period is 
composed of four weeks of Family 
Medicine, and a 12 week elective which 
may be sub-divided. The other 16 week 
period is divided equally between Basic 
Science, and the Clinical Streams. The 
Basic Science portion occurs in the 
morning, and the Clinical Science in the 
afternoon. Half of the class will begin in 
the elective and family medicine segment, 
while the other half are in the Basic 
Science and Clinical Streams segment. In 
the second 16 weeks the position is 
reversed. One of the characteristics of the 
medical curriculum at Western is the 
mixture of interdisciplinary and disciplin-
ary courses, and this characteristic 
applies to the fourth year as well . Each 
unit of the fourth year is described in more 
detail below. 
Family Practice 
During the clerkship in third year the 
family medical experience is based in the 
Family Medical Centres and certain 
selected practices in London. For the 
fourth year experience, community prac-
tices which are usually group practices 
have been elected by the Department of 
Family Medicine. A number of character-
istics are considered, including the volume 
and quality of the practice as well as the 
interest in teaching expressed by the 
practitioners. Students will work with 
physicians in a typical community setting 
without exposure to academic biases. 
Their evaluation will be by the same 
performance evaluation forms as are used 
during the clerkship. 
Elective P rogram 
The elective program will be an 
expansion of the program which has been 
developed for the fourth year during the 
last ten years. Many of these electives 
occur overseas, or in Northern areas, and 
many others are a product of student 
demand and may, in some cases, be 
designed by students. New electives may 
be designed by students and require an 
elective supervisor and the approval of the 
head of the corresponding department 
here, and the Dean's Office. Student 
elective choices are frequently based on 
word of mouth communications from 
students in previous classes, and this is 
expected to continue. Reports by students 
on their elective experiences are kept in 
the Dean's Office where they are available 
to all students. Supervisors of all elective 
students are asked for a report on the 
student, although no grade is awarded. 
Basic Science. 
While the need for a return to Basic 
Science was recognized in the develop-
ment of the curriculum, there was no 
agreement at the outset as to the form 
which it should take. During the 
discussions from which the present plan 
evolved, proposals for laboratory exper-
ience, reading experience, and other kinds 
of Basic Science exposure were discussed. 
From all of this, a moderately structured 
plan developed for a series of disciplinary 
presentations by departments, <select-
ives l and a series of topic-oriented 
discussions !themes> to be planned and 
implemented on an interdisciplinary 
basis. The latter topics were chosen to 
provide an in-depth exploration of themes 
such as tumour biology, the inflammatory 
response, growth and development, and 
renal function. The most knowledgeable 
faculty members will be sought for each 
theme, and student participation in 
planning and in discussion is expected. 
The Basic Science departmental pre-
sentations are designed to supplement 
from a disciplinary point of view, the basic 
science knowledge developed in the first 
and second years of the curriculum. New 
information is expected to be reviewed, 
but the emphasis will be on the integration 
of ba ic science knowledge pertinent to 
each di cipline. with its clinical applica-
lions. The term elective is applied to this 
group of presentations as two or more of 
them will occur simultaneously, and 
students will choose the topics they 
require. Occasionally students with spe-
cial interests may develop unique pro-
grams of basic science experience which 
may be co-ordinated with clinical exper-
ience under the supervision of a faculty 
member. 
Clinical treams 
Teaching in the Clinical Streams will 
occur during the afternoons with occasion-
al call duties . The Streams are designed to 
relate to the divisions of graduate medical 
education in Canada, and are composed of 
a Medical and a Surgical Stream (with 
reference to the divisions of the Royal 
College of Physicians and Surgeons of 
Canada), and a Family Medical Stream, 
<with reference to the Canadian College of 
Family Practice). Early in the planning a 
poll was conducted which suggested that 
many students would not wish to restrict 
themselves to these divisions , and 
consequently a General Stream was 
devised. It is expected that approximately 
half of each fourth year class in the future 
will choose the General Stream, with less 
than 10% choosing the Family Medical 
Stream, and the remainder divided about 
equally between the Medical and Surgical 
Streams. Obviously, these choices do not 
represent the percentage of careers 
favoured by the students as all students 
will have completed four weeks of family 
medical training in the fourth year 
whether or not they choose the Family 
Medical Stream. 
The overall objective of the Clinical 
Streams is to provide a clinical experience 
to complement the ward-()riented hospital 
experience of the third year. Not every 
service will be able to provide such an 
experience, but the main point is to have 
fourth year students participating in 
clinical activity at the site where decisions 
are made. For example, in the Medical 
Stream, students will be assigned to 
clinical teams working in offices and 
clinics. 
The Departments of Medicine, Paediat-
rics and Psychiatry participate in the 
Medical Stream. The 16 weeks may be 
sub-divided, with units no less than four 
weeks. The student in the Medical Stream 
might then choose to make up four units as 
follows : Medicine, four weeks ; Haemato-
j logy, four weeks ; Nephrology, four weeks ; 
and Psychiatry, four weeks. The number 
I and variety of choices will depend upon the 
resources of the clinical departments, and 
the number of students who choose the 
Stream. 
In the Surgical Stream, the basic aims 
remain similar although the implementa-
tion may differ . In some surgical 
specialties, the proportion of clinical 
activity which occurs in an office is very 
small and adjustments will be made for 
this . The main clinical services available 
to students through the Surgical Stream 
will be General Surgery and the specialty 
divisions, Obstetrics and Gynaecology, 
and Anaesthesia. Students choosing Obste-
trics and Gynaecology or Anaesthesia will 
have individual programs worked out. 
Students choosing the surgical portion of 
the stream will be expected to do eight 
weeks of General Surgery, and the 
remaining eight weeks can be with one or 
two specialty surgery divisions. 
The Family Medical Stream provides a 
mixture of clinical and seminar exper-
iences. On Monday, Wednesday, and 
Friday, students will participate in office 
parctice while on Tuesdays and Thursdays 
seminars will be designed to cover themes 
which are related to the common problems 
seen in family practice, as well as in-depth 
discussions of the current problems 
arising from the clinical experiences of the 
week. 
The General Medical Stream will be 
based upon a four week general medicine 
and a four week general surgical 
experience. A wide variety of choices will 
be available for the other eight weeks, and 
these may be combined into one selection. 
Thus, students who wish to gain more 
experience in Diagnostic Radiology or 
Point of View 
Physical Medicine and Rehabilitation, for 
example, could do so during the General 
Stream. 
During the Clinical Stream, one faculty 
member will be assigned to evaluate the 
clinical performance of each studenl The 
components of the evaluation will be 
determined by the clinical departments, 
and may vary from one to another. 
Because of the variation, students should 
be made aware of the nature and scope of 
their evaluation. 
If the fourth year of the medical 
curriculum at The University of Western 
Ontario is successful, students will be 
permitted a variety of choices which will 
enable them to have a more rational 
career choice then or at a later date. 
Having had instruction in clinical methods 
in their first year, and a systematic 
introduction to the clinical clerkship in 
second year, the clinical clerkship is the 
major clinical experience in the third 
year. It will be followed by a fourth year 
experience in which the student will be 
participating in the differentiation of 
medical problems into those which require 
management, and those which do not. 
Mary E. McKim, 
M.D., C.R.C.P.(C) 
Doctors for Repeal: The Canadian Association for Repeal of the 
Abortion Law [CARAL] 
My thanks to the U.W.O. Medical 
Journal for fascilitating the publication of 
an alternative viewpoint, following Dr. 
L.L. de Veber 's article, "Canadian 
Physicians for Life and the Abortion 
Issue" . I too am a Canadian Physicians 
who respects life. But life is more than 
breath and my concern extends to the 
quality of that life. 
C A R A L was founded in November 
1974. (I serve as a Director of the National 
Board and Chairman of the London 
group.) " The purpose of C A R A L is to 
ensure that no woman in Canada is denied 
access to safe, legal abortion." Further: 
" Our aim is the repeal of aU sections of the 
Criminal Code dealing with abortion, and 
the establishment of comprehensive 
contraceptive and abortion services, 
including appropriate counselling, across 
the country. 
We regard the right to safe, legal 
abortion as a fundamental human right. " 
There are active C A R A L groups now 
all across Canada from St. John and 
Halifax to Vancouver and Victoria . The 
membership is men and women with a 
cross section in terms of religion and 
political views . We have Catholics, 
Protestants, Jews, Unitarians and Civil 
Libertarians! The French speaking Cath-
olic group in Montreal is extremely active 
and were instrumental in persuading 116 
physicians in Quebec other than Dr. 
Morgentaler to confess they too bad 
performed "illegal" abortions in the 
interest of the patients. This month sees 
our second annual meeting in Ottawa on 
February 9th, and Lobby of Members of 
Parliament on February lOth in an effort 
to educate them to the urgent need for 
repeal of the law pertaining to abortion. 
Efforts are being made to organize at a 
Federal riding level, to put pressure on 
individual M.P.'s . Members have been 
urged to write their M.P.'s and cabinet 
members expressing their views. 
We are not pro abortion. We regard 
abortion as a failure, a failure of health 
education and birth control. But until such 
failures can be reduced and eliminated 
women pregnant and in distress must have 
the freedom of choice. It is an important 
matter in which each woman must decide 
for herself in consultation with her doctor. 
She may want guidance from her family 
and church, but surely not from the police 
and courts! 
Section 251 of the Criminal Code forbids 
Abortion except when, in the opinion of the 
Therapeutic Abortion Committee of an 
approved hospital, "continuation of the 
pregnancy would or would be likely to 
endanger her (the woman's) life or 
health". 
Why should this law be repealed? 
Because the law is not applied fairly or 
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equitably. Hospitals were told they may 
establish therapeutic abortion commit-
tees, not that they must. Only 259 of 1359 
hospitals in Canada had established them 
in early 1975. The committee does not see 
the woman who's case is being considered 
and sbe has no right of appeal if her 
request is rejected. It is abominable for 
treatment to be prescribed by persons who 
have not seen the patient. Women who's 
physicians know the right circuits and how 
to write convincing referral letters will get 
abortions. Other women, who's physicians 
may be against abortion, will not be 
referred. The law discriminates against 
women in lower income groups who, 
hampered by lack of education, are less 
likely to make their way through the red 
tape. In centres like London and Hamilton 
there is no problem. In New Brunswick or 
Northern Alberta the situation is quite 
different. The protection of the law is 
not made available on a free and equal 
basis. The Gove.rnment's attitude of 
indifference is dangerously and shockingly 
irresponsible. 
Let us look at the prevalence of 
abortions. According to a survey by 
International Planned Parenthood Feder-
ation in 1973 in most countries of the world 
the Abortion ratio lies between 1:8 (one 
abortion for 8 live births) and 2:1 whether 
legal or illegal, with a world average of 
1:2. Today 60% of the world's population 
lives in countries where abortion is 
allowed for medico-social reasons. In the 
remaining countries the fact that abortion 
is illegal has not produced a low abortion 
ratio. It is often very high - about 1: 1 in 
Italy and parts of Latin America . 
Restrictive legislation does not lead to a 
low abortion ratio. The effect of restrictive 
legislation is to punish the woman with an 
unwanted pregnancy and in a cruel way by 
refusing her access to proper medical 
care. This is the main motivation behind 
the movement to repeal Canada's present 
abortion law. 
Back:room illegal abortions with their 
disastrous medical and psychological 
consequences do not disappear in jurisdic-
tions (such as Canada) where legal 
abortions are available only on medical 
grounds, and the Therapeutic Abortion 
Committee system exists. The true extent 
of illegal abortions are never reflected in 
"official" gove.rnment statistics. 
Contrary to the contention of the "pro-
lifers" sociological studies show a strong 
correlation between punishment of abor-
tion and disrespect for life. Recently at an 
American university a strong correlation 
was found between support tor tne 
statement " abortion should be punished by 
society" and statements which character-
ized a disrespect for life such as "violence 
is really necessary to solve our problems" 
and " hard physical punishment is good for 
children who disobey alot". More relevant 
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is an analysis of the voting pattern of 90 
MP's who voted on the omnibus reform bill 
in '68/'69 which proposed to abolish capital 
punishment. 80% voted either for both 
reform bills or against both, a social 
pattern in agreement with the other study. 
A majority of those who oppose abortion 
appear to favour capital punishment! 
The argument put forward by those who 
are against legalizing abortion is that 
abortion is morally wrong because it 
shows disrespect for human life. This 
argument is not merely misleading but 
directly contradicted by the evidence. The 
quality of human life, its integrity and 
dignity can best be achieved by permitting 
women to choose between a safe legal 
abortion and an unwanted child. Do 
Canadians want an autocratic society 
which attempts to impose a common 
morality by repressive legislation, or do 
they want a humanistic society where 
reliance is placed on the individual 
conscience of its members to the 
maximum extent possible? The Govern-
ment position that the present law is a 
suitable compromise between two ex-
tremes is not correct. Repeal of the law 
does not represent an extreme position. 
Repeal represents a moderate one which 
leaves the choice to the individual woman. 
The groups who support repeal of the law 
are also urging more effective birth 
control programs which would reduce the 
need for abortion. 
The contention that " abortion is 
murder" is patently ridiculous. (If this 
were true it could not be legalized in any 
way.) The argument that a developing 
zygote in the early weeks is a human being 
with rights superceding those of the 
Annual Medico-Legal Dinner 
Wednesday, March 17, 1!n6, 6:30 p.m. 
Holiday Inn, City Centre 
Speaker: Arthur Maloney, Ombudsman 
for Ontario. 
Council of the Faculty of Medicine Meeting 
Monday, March 22, 1!n6, 7:30p.m. 
Health Sciences Centre, Rm. 1002 
mother is surely untenable. Unkown 
numbers of pregnancies terminate spon-
taneously in the first few weeks. These 
"products of conception" are hardly 
treated as human " remains" with funeral 
services. The philosophico-religious argu-
ment of when life begins remains 
unresolved. There is more to support 
" quickening", time of viability , or 
severance of the cord and the infants first 
breath as an independent being, than the 
union of sperm and ovum. This last 
assumption would preclude the use of the 
I.U.D., one of the safer and more effective 
methods of birth control on this tragically 
overpopulated planet. 
Finally, I should like to express some 
personal views. Nature is very prodigal, 
and the average healthy woman could 
produce up to thirty babies during the 
child-bearing period. No one would 
recommend this. Surely she must have the 
right to choose the time and the number of 
children that she will produce. Contracep-
tive accidents may occur even in the best 
motivated and informed. Anything else 
dehumanizes women and makes them 
slaves of men and of society. In a brief on 
abortion, the Anglican church states that 
the right of the foetus to live may be 
superceded by another right with greater 
claim to recognition - that of the mother. 
As a psychiatrist and citizen I view with 
ever increasing concern the cost to society 
of unwanted children in terms of mental 
illness, violence and antisocial acts. These 
are complex matters but surely the least 
requirement for the child beginning life is 
that he or she be wanted. Life is more than 
breath and I encounter too many who wish 
they had not been born. 
Announcements: 
Annual Third Year - Fourth Year Party 
March 'n , 1!n6 
·Ballroom, Holiday Inn, City Centre 
Further information: Ev Weatherston, 
Bob Barlow 
London Academy of Medicine Spring I 
Meeting I 
May 5, l!nt 
Further information: 438-5381 
Medical Council of Canada Examinations I 
May 12, 13, 14, 1!n6 
Talbot College 
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Dear ir: 
I read Bill Love 's article with considerable 
interest, but was rather disappointed by its 
pessimistic tone. To begin with, I think he 
has his figures quite wrong. At the present 
time, in Canada, there is a total population 
of 22,094,000 of which 1,834,000 are over the 
age of 65 according to Statistics Canada -
ita! Statistics: Volume 3, Deaths (1973). 
This gives a proportion of 8.3% over 65 and 
I doubt if 2 years has seen a rise to 10% . It 
is also extremely unlikely that the figure 
will be even remotely near 20% by the year 
2000. Assuming that immigration ceased 
altogether. which is very unlikely, the 
proportion of elderly people would rise 
steadily. With a continuing influx of 100,000 
-200,000 immigrants each year, of whom a 
large proportion are young, the chances 
are that the proportion of old people in the 
population will remain between 10% and 
12% for the forseeable future. 
He begins by making me feel slightly 
unnecessary as he considers a discussion 
of the special problems of the elderly will 
not teach us " much that we don't already 
know". In reply to which, let me underline 
a quotation he gives from Cowdry and 
Steinburg 's book on The Care or the 
Geriatric Patient; "Successful ageing 
depends upon the individual ability to cope 
with the physiological changes within 
himseU as well as with external social 
changes and to achieve a harmony of the 
two". What is not well understood or 
known is the number of physiological 
changes that occur as individuals pass 
through the later decades of life . These 
constitute the scientific basis of geriatric 
medicine and I believe that there are few 
of us who could not learn more about them. 
There is here an enormous field for good 
funda mental and clinical research in the 
hope that we can, at least, preserve more 
vigor into the last years of life. 
Another topic on which I thought an 
erroneous impre sion was left by the 
article wa on the incidence of disease. It 
may be factually accurate to state that 
75% of old people suffer from chronic 
ailments, but one should qualify this 
tatement by adding that many of these 
are of a relatively minor nature and do not 
prevent fully independent li ing. 80% of 
old people do live out their live in their 
own homes and partial deafness or 
blindne . arthritic changes. and varying 
degrees of chronic lung or heart di ease do 
not seriou ly interfere with this . 
Bill make orne ound general comments 
on p ychological factors , many of which 
Send letters to: The UWO Medical Journal, University of 
Western Ontario, Health Sciences Centre, London, Ontario, 
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are valid . Again, however, there is no 
suggestion that, for some, old age can be 
both a release from the tiresome 
repetitious monotony of a factory routine 
or an opportunity to enjoy aspects of living 
not available to the individual before 
retirement. In other words, while it is fair 
to recognize the negative features of being 
old, one must aJso be aware of its 
possibilities. At least one third of those 
who read this will live to be 80 and I am 
sure many of you will find interest, 
occupation and plenty enjoyment in your 
fifteen years of retirement! 
It was disappointing to fmd that so many of 
a medical student's "modest goals" were 
concerned with social and psychological 
change. The one comment on medical 
goals was for realism in diagnosis and 
management of disease. With this I would 
certainly agree. I would emphasize, 
however, that we are the profession which 
has the greatest potential for improving 
the lives of the old by discovering more of 
Dear Sir: 
I have recently bad the opportunity to read 
the December issue of your Journal. I was 
particularly attracted to the discussion of 
medical practice as it relates to older 
patients . In the training of a doctor there 
are limits to the amount of time medical 
schools can devote to the exposure of 
students to the social problems which are a 
part of medical practice. It is, of course, 
essential that a student is first of all well 
grounded in the classification, recognition 
and treatment of medical diseases . 
However I am sure that most medical 
students enthusiastically studying clinical 
medicine have no conception of how much 
of their time will be taken up with the 
social problems of their patients when they 
begin practice - particularly if they go into 
private practice. Also, the young doctor 
may be surprised to find that a very large 
part of his practise involves the medical 
and non-medical problems of the elderly. 
Mr. Love's article points out that older 
people have an increased susceptibility to 
a variety of pathological conditions. There 
is a recognized specialty of geriatrics or 
geriantology in a number of countries. 
There are presently doctors in Canada who 
confine their practise to elderly patients. 
sually they have been trained as 
internists and they have part-time 
appointments to one or more institutions 
for the elderly. Often their careers at one 
time touched on rehabilitation medicine. 
the fundamental changes that occur at this 
time of life which might enable us to 
prevent or delay disability for a few years. 
In urging social changes, we must not 
abrogate our responsibility to make our 
contribution by assuming degenerative 
changes are beyond our scope and that the 
social agencies best take over. After all, it 
is thanks to our distinguished predecessors 
who laid the foundations of Public Health 
in the early part of this century and, to a 
much lesser extent, Fleming and others 
who developed antibiotics, that we have 
the old age problem today. 
Let us not evade our duty to make our 
contribution now. Bill Love is to be 
congratulated on recognizing the need to 
understand and find answers to one of the 
major medical problems of our time. 
Yours sincerely, 
R.D.T. Cape 
B.Sc., M.D., F.R.C.P. [E], F.R.C.P. [C] 
Co-ordinator of Geriatric Medicine 
There has been some pressure in Canada 
to officially establish such a specialty here 
and to organize post-graduate training 
programs in the field. Dr. Gringas of 
Montreal, one of the world pioneers in 
rehabilitation medicine, was recently 
president of the Canadian Medical 
Association. During his term of office he 
used his position to repeatedly publicize 
the increase in the number of older people 
and to urge organized medicine and 
medical institutions to adapt themselves to 
this coming change in the structure of 
society. Members of the medical student 
body at Western who are thinking of taking 
up a specialty when they graduate, might 
consider the care of the elderly as 
something which is new and likely to be 
more challenging in the future than the 
often monotenous routine of most surgical 
and some medical specialties. 
One of the great problems facing old 
people is the financial one. They usually 
have a relative or absolute lack of money. 
This has been compounded by the recent 
wave of high inflation. There bas been help 
in various ways such as free rides oo 
public transport and subsidized low rental 
housing <creating what some have 
suggested are old peoples' ghettos) . But 
there is lack of financial independence 
amoung the elderly and it is ooe of the 
depressing aspects of growing old_ The 
article in the Journal states that by the 
year 2000, 20% of the population will be 
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over 65 and equaJ to the number under age 
15. Actually, by then the compulsory 
retirement age will be 60 and may be 55. 
Retired people may well represent 30% or 
more of the total population. Like children 
they will constitute a group not in gainfui 
production - but there is a difference. With 
justification older people feel that they 
have contributed to work force in the past 
and that the society of today is the result of 
their generation's efforts. Furthermore, 
they are all voters. The elderly are 
becoming an increasing political force in 
western countries. 
I appreciate that Mr. Love was trying to 
s_ummarize the medical conditions pecu-
liar to old age and I enjoyed his well 
organized article. I hope, however, that 
these few comments on the social aspects 
of this field may be appropriate and of 
some interest to student readers of the 
Journal. There will almost certainly be 
social changes accurring in the near 
future, brought about by the growing 
number of older citizens. It is very difficult 
to speculate on what form these changes 
will take, but organized medicine and 
doctors individually will be intimately 
involved. 
Yours sincerely, 
C.L. Comrie, M.D. 
Former member and chairman 
of the C.M.A. committee on 
geriatrics. 
Dear Sir: 
It is unfortunate that Dr. de Veber, in his 
long and interesting account of the purpose 
and organization of the Canadian Phys-
icians for Life, bas neglected to ensure the 
accuracy of hls statements regarding the 
Candian Medical Association and the 
activities of its immediate past president. 
Even the most superficial perusual of the 
documents - readily available to all 
members of the Association, detailing the 
decisions, positions and policies of the 
Canadian Medical Association - should 
make it clear to any reader that the CMA 
bas never recommended removal of 
abortion from The Criminal Code. Neither 
the CMA nor I, as its President, bas ever 
been in support of 'abortion on demand'. 
Acutely aware that, as the elected 
President of the Canadian Medical 
Association, my role was that of servant of 
the Association and its membership, I did , 
upon all occasions, during my presidential 
year, present to the public only those 
policies which bad been established by 
majority vote of the democratically 
structured Gi!neral Council. 
Dr. de Veber' s gratuitous remarks 
regarding the conduct of the annual 
legislative portion of the Annual General 
Meeting of the Canadian Medical Associa-
tion in Calgary in June of 1975, are equally 
inaccurate. The Legislative Meeting is 
held immediately following the termina-
tion of the Annual Gi!neral Council 
M_eeting. Since it is impossible to predict , 
WJth any degree of accuracy, the precise 
time at which discussions of the many 
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problems facing General Council will be 
finalized, the programme of the Annual 
Gi!neral Meeting usually announces no set 
time for the Legislative portion. 
The Chairman of the Legislative portion of 
the Annual Meeting is the current 
President of the Association, whose 
responsibility it is to present to the 
meeting those items of legislation which 
are required (by The Corporation Act> to 
be put before the Annual Meeting. 
~allowing the necessary voting upon the 
1tems presented, there is opportunity for 
!"embers present to raise issues of general 
mterest. ~en, at the meeting in question, 
I ascertamed from the assembled that no 
such item was forthcoming, I called for 
a motion of adjournment. 
Serious consideration of all facets of the 
difficult issue of abortion has occupied 
much of the time of the committees and 
councils of organized medicine in Canada 
for almost ten years. The policies of the 
Canadian Medical Association in this area 
as in others, have been carefully 
developed by thoughtful , concerned, 
ethical physicians, then subjected to 
critical examination and debate within the 
Gi!neral Council of the Association. 
The present policy was established in 
June, 1971 at the Annual Gi!neral Council 
Meeting in Halifax. It bas been reviewed 
regularly and was re-affirmed in June of 
1975 at the Annual Gi!neral Meeting in 
Calgary. 
Had I not been in full support of the CMA 
policy on abortion during my presidential 
year, 1 should have considered it my duty 
to relinquish the privilege of personal 
opinion in public presentation of the 
Association's policy. That, I believe, is the 
obligation of the duly elected president of a 
voluntary professional association. I can 
state unequivocally that I attempted 
diligently to fulfil that obligation through-
out my tenure of the office. 
Because I possess unshakeable faith in the 
worth of democracy and the democratic 
process, I respect and defend the right of 
Dr. de Veber and his colleagues to hold and 
express dissenting views on this and other 
policies. I would expect, however , that all 
presentations of those views, whether 
verbal or printed, would be factual and 
accurate. From responsible Canadian 
physicians, nothing less is acceptable. 
Yours truly, 
Bette tepben on, M.D. 
Dear Sir: 
Re: Article on Canadian Physicians for 
Life, December 1975. 
In my article on Canadian Physicians for 
Life I mentioned support from Doctor Kurt 
Stern. Actually, I meant Doctor Karl Stern 
w~o.unfortunately has passed away since I 
ongmally wrote the article. 
Yours sincerely, 
L .L. de V ber, M.D., F.R . . P. [ C] 
Dear Sir: 
I enclose a subscription with fervent hopes 
that the Journal may flourish. I have been 1 
an editor most of my life and during my 
medical student days was the Editor of the 
McGill Medical Journal. We bad tough 
times, too, and had to seek better support 
from the parish. 
The parish, aside from Students and 
Faculty, is largely the list of medical 
alumnae. They have an up-dating prob-
lem, all of them, <a > in Medicine and <b> in 
what is happening in " the old school". If 
the U.W.O. Medical Journal were able to 
do a bang-up job in these two areas and cut 
out the Tachycardia items then there 
might be a real development ~f value with 
the . help of the Continuing Education 
section of the Faculty. Thls could do a real 
service to all concerned and be worth all 
the effort of seeking original papers and 
pithy reviews, providing good precis r; 
extended abstracts, and some highly 
selected references with commentary. 
There are some successful Quarterlies of 
this character (e.g . Medical Quarterly of 
Virginia ). If it is really good all the 
practitioners of the district would salute it. 
~ know it is possible if you really want to do 
lt. 
I don't think any Journal can survive these 
days on sentiment or past glories ; there 
bas to be some substantial content. 
Good luck. 
Yours sincerely, 
R.G.E. Murray, M.D. 
Profe or 
Dear ir: 
I was pleased to see that the Editorial 
Board intends to focus on more socially 
relevant issues in forthcoming journals as 
exemplified by Sam Shortt's article ' on 
" Revolutionary Medicine: Health Care in 
the People's Republic of China" in the 
October 1975 issue. As students at a 
m~cal center that is technologically 
qw_te sophistica~ed . it is easy to ignore the 
str1des made m other countries with 
simpler health care delivery systems. We 
obviously still have much to learn in terms 
of preventive medicine and the appro-
priate use of paramedical personnel from 
such countries as China. 
Sincerely, 
Barbara Lent 
Med '7 
HAftG•UPS 
We ftcune plctute1 ••. 
beautifully. 
We invite you to call us about our 
Home and Office Consultation Plan. 
The Hang-ups Home and Office 
Consultation Plan offers you: 
· London's largest selection of reproductions 
and prints 
· Professional advice on how to frame and 
hang your pictures 
· Consultation visits at your convenience 
· Regular volume discounts 
649 Richmond Street North 438-0642 
Doctors - Dieticians 
Additive free food 
at affordable prices 
-whole flours 
-raw and roasted nuts 
-wheat germ, bran 
-yogurts 
-dried fruit 
-natural sweetners 
-herbs and spices 
-teas 
-granolas 
G rains Beans 
&Things 
646 Richmond Street 
438-2521 
·· TRAVEL CAREFREE" 
BYRON SWAVZE TRAVEL SERVICE LTD. 
Many people find our office to be a 
rel iable and accurate source of 
travel information and reservations 
298 Dundas St ., 
London, Ontario 
Canada 
672-4110 
Ralph M. 
Cummins Optical 
Specializing in 
Filling Eye Specialists 
Prescriptions 
Contact Lenses 
Offices 
219 Queens Ave . 
at Clarence ........... . ... . .... . 438-8522 
400 Central Ave. 
at Col borne ................. 432-8811 
Westmount Mall ............... . 472-2250 
Gentlemen: 
We are pleased to announce the opening of our 
Formal Rental Department 
It is located in the lower level of our clothing store. 
We have a complete selection of the latest styles 
and brand new tuxedos and dinner jackets for 1976 
Our prices are comparable to any other in this 
area. We can offer you same day service if 
necessary as a special service. 
Bud 
Gowan's 
(Formal Wear Dept) 
387 Clarence St 
679-8080 
(across from the Red Lion) 
Are you thinking about 
leasing? 
Any information 
on any make or model 
Phone 434-5741 
Jim Baxter 
Leasing Manager 
Central Chev - Olds 
Ltd. 
128 Fullarton St. , London 
